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Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED—Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DOSAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLy — Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 11, Missouri. Publication Of- 
fice (printed): 350 East 22nd Street, Chicago 14, lilinois - One 
dollar a copy. By subscription: $5.00 a yeor to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Mlinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The Lakeside Press, Chicago. Copyright 1956 by the 
American Academy of General Practice. 


SCIENTIFIC ARTICLES 


Calcification Within and Around the Heart . 
William M. Madison, Jr., M.D., James V. Rogers, Jr., M.D. and J. Willis 
Hurst, M.D. 
Careful x-ray studies sometimes reveal calcification in and around the 
heart. Correct interpretation of the calcification often is a means to 
correct diagnosis. 


Spots and Polyps (Peutz-Jeghers Syndrome). 


Robert J. Gilston, M.D. 


Anesthesia for Tonsillectomy. 
Max S. Sadove, M.D. and Gordon M. Wyant, M.D. 
The anesthetic management of tonsillectomy is hazardous, both in chil- 
dren and in adults. Drs. Sadove and Wyant offer useful suggestions for 
avoiding the relatively high morbidity and mortality associated with 
this “minor”? operation. 


Laboratory Diagnosis of Poliomyelitis 


“Foam Rubber” of Compression 
and Traction. 
Ernest H. Bettmann, M.D. 
For centuries strapping and splinting have been used in treatment of 
musculoskeletal disorders. This essay describes techniques that take ad- 
vantage of the special qualities of a relatively new material. 


The Allergic Aspect of Pruritus Ani and Vulvae 
George L. Waldbott, M.D. 
Pudendal itching is one of the common reasons patients consult phy- 
sicians. Here these symptoms are discussed as manifestations of sensitivity 
to contact allergens. 


Dynamic Considerations Underlying the 
of the Brain-Damaged Child 
Leon Eisenberg, M.D. 
The complete view of the problem of brain injury includes more than the 
effects of a specific neuroanatomic lesion. Equal attention is due to the 
patient’s personal reaction to his functional loss, and environmental in- 
fluences on his adjustment. 


The Formation of Urine 
Leonard M. Berman, M.D. 


Syllabus of Cholecystography 
M. Wendell Dietz, M.D. and Lyle D. Litton, M.D. 
Interpretation of cholecystograms can be quite accurate if some basic 
rules are kept in mind. This article presents an assay of the accuracy of 
diagnosis by cholecystography. 


Calcification of Mediastinal Lymph Nodes . 


Sol Katz, M.D. 


The Pattern of a General Practice 
Samuel E. Paul, M.D. 
Dr. Paul has classified the types of patients encountered in one year of an 
established general practice in a small New Hampshire town. This 
study reveals a pattern of disease which, when combined with the results 
of similar analyses, may aid in the formulation of training for general 
practice. 


Psychiatric Aspects of Adult Strabismus 
Edme Regnier, M.D. 
With ten interesting case presentations, Dr. Regnier illustrates the per- 
sonality aberrations that may be the result of the cosmetic factor of 
strabismus. He stresses that psychiatric considerations alone are suf- 
ficient indication for strabismus surgery in adults. 
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Practical Therapeutics—The Treatment of Hepatic In- 
sufficiency, Acute and Chronic 
Hugh D. Bennett, M.D. and John H. Moyer, M.D. 

Specific treatments are almost totally lacking in diseases of the liver. 
However, a rational approach can be based upon the known disturbances 
of function. 


SPECIAL FEATURES 


General Practice Department in a Large Hospital . 
Leon O. Desimone, M.D. 


Planning Medical Unit Interiors . 
Functions of a General Practice Department 
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Prospectus . . . Cancer of the Breast . . . Citizens by Default... Our 
Turbulent Population ... Uncle Wilfred . . . Fluoridation of Water 

. Medical Care for Dependents ... Gastrointestinal Polyps ... 
Diagnosis of Poliomyelitis . . . Low-Fat Cookery 

Tips from Other Journals. 
Oral Cholecystography in Liver Disease . . . Prognosis in Vocal Cord 
Paralysis ... Types of Diabetes Mellitus ... Acute Leukemia After 
Pst... Omental Grafts in Intestinal Anastomoses . Chiropractic 
Manipulation and Intracranial Complications ... Intercapillary 
Glomerulosclerosis .. . Meconium Peritonitis ... Bacteremia Owing 
to Gram-Negative Bacilli . . . Shock from Interpleural Varidase . . . 
An Anti-insulin Substance ... Mitral Surgery in Childhood and 
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these and other timely and in je ar- 


ticles scheduled to appear in coming issues. 


Allergic Accidents Resulting from Therapeutic Agents. 
W. C. Spain, M.D. and Vincent J. Fontana, 
M.D. In some ways the drug-drug reaction cycle is 
especially vicious, Drs. Spain and Fontana dis- 
cuss diagnosis, treatment and prevention of mild 
and severe reactions to drugs. 


Epidemiology and the Sick Child. Kerr Hammonn, 
M.D. Epidemiologic considerations of diseases are 
not solely the province of the expert in public 
health. In his inimitable styles of writing and 
drawing, Keith Hammond tells you why. 


The Advisability of Early Surgery in Mitral Stenosis. 
Houck E. Borron, m.p. and Drypen P. Morse, 
M.D. A diagnosis of mitral stenosis implies a de- 
cision—when to operate and when not to operate. 
This essay analyzes the factors that determined 
operative risk in 1,000 operated patients. 


Therapeutic Applications of an Antiseptic Detergent. 
Francis T. Hopces, m.p. An antiseptic synthetic 
detergent—pHisoHex—finds a wide variety of 
uses in preventing and treating skin infections. 
The author describes his personal experiences with 


Personality Problems Associated with Seizures. Fran- 
cis M. Forster, M.D. Personality abnormalities 
may occur coincidently with seizures due to certain 
causes. In a few instances, retardation may result 
from seizures. However, Dr. Forster emphasizes 
that most personality changes in epileptic patients 
result from the attitude of society. 

Chlorpromazine in the Home Treatment of the Agitated 
Senile Patient. Enwarp Setret, M.D. Jn patients with 
senile agitation, following discharge from a nurs- 
ing home, chlorpromazine therapy was successful 
in maintaining the improved level of behavior and 
interpersonal relationships that had been achieved 
in the institution. The drug enabled the senile 
patient to live a fuller life. 


Treatment of Cardiac Emergencies. J. Jesse SELIN- 
Kor, M.D. For a variety of reasons many cardiac 
emergencies are handled in patients’ homes. Here's 
@ practical guide to therapy when hospital facili- 
ties are not to be used. 
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pressure to assure firm, constant therapeutic support. Its availability 
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who must wear supportive hose stays right in style with ACE. Its soft 
beige shade blends with any color scheme, while its lighter weight 
and finer appearance are flattering to the leg. 3 
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Significant Events 


Hawley Statement 
Heralds New Era 


Forty-six Chapters 
At Officers’ Session 


Robinson Heads 
Military Program 


» 


SECRETARY'S NEWSLETTER 


OCTOBER, 1956 


>» The general practitioner's moral obligation to call ina 
specialist when consultation for diagnosis or treatment is 
indicated is paralleled by a similar obligation, on the part 
of the specialist, to promptly return the patient to the re— 
ferring physician, ACS Director Paul R. Hawley points out in 
the September—October issue of the ACS Bulletin. The arti- 
cle will interest all GP readers and will be reprinted in 
the November issue. 

The general practitioner, Hawley adds, is the family's 
“medical manager." In this capacity, he must help protect 
the patient's purse strings. Hawley indicates that every 
family needs a medical adviser and says that the family 
physician is the only practitioner of medicine who can Bas 
properly fill this role. 

The statement, prepared at the suggestion of the ACS ; 
Board of Regents, was approved by the Board at the College's 
June meeting. It followed a series of pleasant and produc— 
tive informal sessions between ACS officers and Academy 
representatives. The first such session was held in Chicago 
cs February. The last occurred during the AMA meeting 
in June. 


> More than 100 state officers, representing 46 of the Acad- 
emy's 52 chapters, attended the September 2 State Officers' 
Conference at the new headquarters building. For a full 
report on the conference, see the special insert opposite 
page 196. 

Twelve speakers discussed the duties and responsibilities 
of state officers, commissions and committees, and the three 
Academy—sponsored group insurance plans. Each session was 
planned to allow time for questions and discussion. = 
Illness prevented Conference Chairman Harry Marchmont— 
Robinson from attending the one-day meeting. However, the 
duties of presiding officer were ably handled by confrere 
Earl C. VanHorn. 


> Major General Paul I. Robinson will head the Defense De— 
partment's new medical care program for servicemen's 
dependents. Robinson currently commands the Army's Letter- 
man Hospital in San Francisco, Calif. 

Robinson will (1) Screen and approve medical fees and 
hospital charges; (2) Sign contracts for the payment of 
bills;_and (3) Review grievance problems. The Army is the 
executive agent for the new, all-service program. 

Fount Richardson, Fayetteville, Ark., chairman of the 
Academy's Board of Directors, succeeds the late Francis T. 
Hodges as one of two representatives on the Defense Depart— 
ment's Advisory Committee for Medical Care of Military 
Dependents. The appointment was announced recently by Dr. 
Frank B. Berry, assistant secretary of defense for health 
and medical affairs. Dr. Richardson will serve on the top-— 
level committee with Academy President-elect Malcom E. 
Phelps, El Reno, Okla. 
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Advisory Committee 
Outlines Program 


Tomb Heads New 
Liaison Committee 


Annual Assembly 
Program Completed 


» At a recent Pentagon meeting, members of the advisory 
committee reviewed regulations and proposed operational 
procedures relating to Public Law 569, the two-—month-old 
military dependents' care law. Though still unconfirmed, 
the following conclusions were reached: 

Subject to government approval, state medical societies 

will select agencies to collect medical fees. 

Blue Cross will handle hospital bill payments on the West 
oast and in the Rocky Mountain and Eastern Seaboard states 

e middle region (Army areas 4 and 5) will be fiscally 
administered by insurance companies. 


The present plans gives the patient more freedom in the 
selection of his physician and more opportunity to choose 
between civilian and military hospitals. These modifica- 
tions are expected to reduce possible controversy. 


> HEW Secretary Marion B. Folsom recently announced that a 
government advisory committee hopes to help provide hospital 
care that is better and less expensive. The new committee 
will be headed by Dr. Russell Nelson, director of the Johns 
Hopkins Hospital, Baltimore, Md. 

Dr. Lowell T. Coggeshall, Folsom's special assistant for 
health and medical affairs, has repeatedly discussed this 
subject and, at the recent American Hospital Association 
meeting in Chicago, Folsom launched his anticipated cam— 
paign. The outlook includes heavy HEW pressure to adopt 
sweeping, organizational reforms. 

Announcing the committee, Folsom pointed out that many 
patients are ambulatory and that their care does not involve 
complex equipment or extensive personal care. A smaller 
staff payroll seems to be the prime objective. Plans call 
for testing committee recommendations in new or modified 
"pilot plant" hospitals. 


Several Folsom—Coggeshall suggestions are routine proced- 
ure in Kaiser Permanente plan hospitals. 


> Andrew S. Tomb, Jr., Victoria, Tex., was recently named 
chairman of the Academy's new mental health liaison commit- 


tee. The committee, formed at the request of the American 
Psychiatric Association, will function as a liaison group 
with the APA and other mental health organizations. Other 
members of the committee include E. I. Baumgartner, Oakland, 
Md.; I. Phillips Frohman, Washington, D.C.; and Richard 
Gwartney, San Bernardino, Calif. 


> Preliminary plans for the Ninth Annual Scientific Assembly 
were completed last week when the Academy's Executive Com- 
mittee and the Committee on Scientific Assembly met in St. 
Louis. Also present were staff representatives and members 
of the Local Arrangements Committee. Chairman of the local 
committee is Dr. Walter Gunn. Mrs. Gunn heads the Ladies' 
Entertainment Committee. 

A hotel reservation form for the March 25-28 meeting ap-— 
pears on page 205 of this issue. For choice hotel accom- 
modations, members planning to attend should fill out and 
forward this form at once. 

Significant lectures on obstetrics will feature the open- 
ing session on March 25. The quality and practical value of 
the balance of the four-day program will reflect the 
Academy's unique position in medical programming. 
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Hugh D. Bennett, M.D., author of numerous articles on liver disease, is co- 
author with Dr. John H. Moyer of “The Treatment of Hepatic Insufficiency.” He 
was the first doctor to describe the phenomena of transient esophageal varices in 
cirrhosis. Dr. Bennett received Bachelor of Science and medical degrees from the 
University of Chicago. From 1943 to 1946, he served in the United States Army. 
He was section chief and assistant chief of medicine at the Veterans Administra- 
tion Hospital in Hines, IIl., from 1947 to 1953 and has been chief of medicine at 
the Veterans Administration Hospital in Houston since 1953. He is concurrently 
professor of medicine at Baylor University College of Medicine. 


M. Wendell Dietz, M.D., hasbeen stationed at the United States Naval Hospi- 
tal, Bethesda, Md., since December, 1955. Lt. Comdr. Dietz is participating in 
the hospital’s two-million-volt radiotherapy program. A former instructor in 
radiology at Johns Hopkins University School of Medicine and director of the 
Department of Radiology at Burge Hospital, Springfield, Mo., he was sent to the 
hospital at the age of 27 to develop an x-ray laboratory. In 1954-1955, he was 
president-elect of the hospital’s medical staff. Dr. Dietz, a graduate of the Univer- 
sity of Pittsburgh School of Medicine, collaborated with Dr. Lyle D. Litton on 
**Syllabus of Cholecystography.” 


Samuel E. Paul, M.D., who wrote “The Pattern of a General Practice,” has 
been an Academy member since 1949. He was a director of the Academy’s New 
Hampshire chapter in 1954-1955. Dr. Paul was educated at the Massachusetts 
Institute of Technology, Harvard Graduate School and Boston University. A 
general practitioner at Troy, N.H., he is assisted by his wife, a registered nurse. 
Dr. Paul is also chairman of a local study group, trustee for a church and a 
library, Boy Scout leader, and chairman of an active water safety program. Dr. 
and Mrs. Paul and their three sons enjoy hiking and fishing excursions. Photog- 
raphy also claims a portion of his enthusiasm. 


Max S. Sadove, M.D., coauthor with Dr. Gordon M. Wyant of “Anesthesia 
for Tonsillectomy,” is professor of surgery (anesthesia) and head of the Division 
of Anesthesiology at the University of Illinois College of Medicine and the Re- 
search and Educational Hospitals. Dr. Sadove is senior consultant in anesthesia 
at the Veterans Administration Hospital, Hines, Ill., and anesthesia consultant 
for five other institutions. He is an editorial consultant for the Journal of the 
American Dental Association and a consultant to the AMA Council on Pharmacy 
and Chemistry. Graduated from the University of Maryland School of Medicine, 
Dr. Sadove interned at St. Agnes Hospital, Baltimore. 


George L. Waldbott, M.D., a graduate of the University of Heidelberg, 
Baden, Germany, practices internal medicine in Detroit. He interned at Gagern 
Hospital, Frankfurt, Germany, and the Henry Ford Hospital, Detroit. Author of 
**The Allergic Aspect of Pruritus Ani and Vulvae,” Dr. Waldbott has written 
more than 80 papers on clinical aspects of allergy. He founded the allergy clinic 
at Children’s Hospital in Detroit in 1924 and later established similar clinics at 

_ Grace and Harper Hospitals. Dr. Waldbott is certified by the American Board of 
Allergy, and is a member of the American College of Physicians and the Ameri- 
can College of Allergists. He is also a stamp-collecting enthusiast. 
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= Formulated i in a single tablet to SEDATION, 
synergistic with selective SPASMOLYSIS, / 
plus potent HYDROCHOLERESIS 


FORMULA: 
Dehydrocholic acid 
 Homatropine methylbromide.......... 
Phenobarbital 8.0 mg, 
Average dose is one tablet 3 times daily. ee 


Liberal Sample 
mailed on request 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


“Remember the Alamo” 
Dear Sirs: 


No doubt you are now receiving ultrasonic therapy plus 
some injections of cortisone in your elbows from having 
patted yourself on the back after writing your excellent 
editorial, ‘‘Stay of Execution.” Well, HR 7225 passed, and 
now the pay off begins. 

The doctors of America are now placed in a position 
where they will examine the local disabled which I assume 
will include all of the village drunks. They are disabled 
mentally as well as physically as any layman can see, so 
let’s give them a pension to buy more liquor. Since they 
can’t pay us for the examination without receiving their 
pension, it would be foolish to turn them down. 

Besides as you point out, the government is going to pay 
them. What I am endeavoring to point out is that this is 
merely another way of saying that you and I, as taxpayers 
and consumers, are the ones who are going to pay this bill 
without ever benefiting. If anyone knows of any reason 
why professional people, who are excluded from the social 
security system, should try to live in economic isolation 
from the system, then I should like to know how they 
intend to accomplish this. We who are excluded from this 
mere token tax, are going to have to assume more than our 
fair share of the burden of paying for it. 

Someone once said, “when you can’t beat something, join 
it.” The passage of this bill putting more taxes on the 
doctor’s back is going to make him spend a little more, 
save a little less, and decrease the value of his life insurance 
still more as inflation rolls on. 

We should realize that whether we like it or not, social 
security legislation is here to stay. No one can get elected 
who opposes it except for a few politicians who are well 
entrenched in the South. The vast majority of the people 
think ¢!:at all doctors are rich, and they don’t give a damn 
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whether you are rich or poor, sick or well, all they want is 
instant service with a generous sprinkling of credit. When 
their bills come in, which do they pay last and complain 
the most about ? It’s their doctor bill. 

There was a statement in the last issue of GP indicating 
that there would be a surplus of doctors in 25 years. You 
mean that someone thinks that people are going to spend 
four years in college, four years in medical school, from 
one to six years working for nothing as an intern or resi- 
dent, and several years in the Army plus being subject to 
the draft until he is sans hair, sans teeth, sans everything, 
and then be placed in a position of paying exorbitant taxes 
on his earnings. It is my humble opinion that there will be 
few, if any, general practitioners anyway. 

Several years ago the members of the American Medical 
Association were requested to pay in a $25 assessment with 
which to fight socialized medicine. The dues have since 
been kept at this same figure which includes a subscription 
to the Journal. What has been accomplished with all of this 
money? Instead of socialized medicine, we are rapidly 
approaching medicine which will be subjugated to the in- 
fluence of the big labor bosses who control the health and 
welfare funds. I haven’t noticed any doctors or hospitals 
who have their fingers in the gravy complaining, although 
the impact of such medicine which is run under a virtual 
dictatorship has been especially hard on some independent 
practitioners. 

Doctors who have turned to specialty work in the latter 
years, but who haven’t served an “approved residency” 
have found that they were not recognized as specialists, 
and have had to move elsewhere. What did the AMA do for 
them? They took their $25 per year and sent them a little 
card which wouldn’t gain you admission in a junk yard. 

The American Academy of General Practice is the Alamo 
for the general practitioners of this country. It is our last 
hope and is the first group that I know of to indulge in 
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problem’ 


ELIXIR 


keeps stuffy noses open with 
safe...easy-to-give...ORAL dosage 


Oral use of this synergistic combination of 
vasoconstrictor and antihistamine takes the 
furor out of decongestion ...eliminates the risk 
of improperly used topical agents. Novahistine 
Elixir tastes good and is safe and easy-to-give. ° 
It causes no jitters or insomnia. 


Each 5 cc. teaspoonful of elixir contains: 
Phenylephrine hydrochloride... .. . . 


Prophenpyridamine maleate 
Chloroform (approximately) Pitman-Moore Co., P.O. Box 1656, Indianapolis 6, Ind. 
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Novahistine-DH 


congestion 
at both sites 


dihydrocodeinone for the control 


10 mg. 
12.5 mg. 
1.66 mg. 


13.5 mg. 
1.0 mg. 


(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


collective bargaining for insurance purposes for its mem- 
bers. 

It is my earnest hope that the leaders in this group 
will sit down and think this social security matter over in 
a plain dollar and cents fashion, and trace through the 
costs of food, clothing, office equipment, office drugs and 
supplies, and see how much of this cost is actually social 
security taxes. Then you will come up with the answer, we 
can’t beat it, so we might as well take advantage of it for 
our widows and orphans. 


A. Cover, M.D. 
Tazewell, Va. 


For Further Investigation 
Dear Sirs: 


Your letter was received, along with the enclosed hono- 
rarium. I certainly did not expect this and it is being turned 
over to our research fund for the clinical investigation of 
ultrasonic radiation in medicine. 

Prior to receipt of your letter I had intended to write you 
to compliment you on the excellent manner in which my 
article, “Ultrasonic Radiation in the Treatment of Epicon- 
dylitis” (June, 1956), was published. Not only have I re- 
ceived many requests for reprints, but also very compli- 
mentary statements from various physicians regarding its 
publication. 

I consider it a great honor to have had the opportunity 
of having my paper published in GP and I look forward to 
having other articles considered for publication. 

Joun H. ALpEs, M.D. 
Director 


Department of Rehabilitation 
Cedars of Lebanon Hospital 
Los Angeles, Calif. 


The Great American Way 


Dear Sirs: 

I am very sorry that I was unable to be in Kansas City 
for the dedicatory program of our new building. I am sure 
this was a very impressive occasion, and it most certainly 
is a landmark in American history. 

After returning from England, I am acutely aware of the 
dangers to our democracy which can arise from the re- 
strictions now being imposed upon the general practitioner. 
The generalist is not only fighting for his own recognition 
and for a better and more extensive medical care of the 
American people, but he is also fighting for an American 
way of life and the continuation of a true democracy. 

Rosert A. Davison, M.D. 
Memphis, Tenn. 


Hoosier Praise 


Dear Sirs: 
I would like to subscribe to GP for the next year. I am 
a junior in the Indiana School of Medicine and therefore 
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entitled, I believe, to receive a year’s subscription fu $5, 
Furthermore, I would like to say that of all the «ther 
medical publications I have been able to read, GP sees to 
be the most concise and thoroughly understandable for a 
person having a medical background such as mine. 
Wuuam H. Furion 


Indianapolis, Ind. 


Alaska Bound 
Dear Sirs: 


Miss Jean Aubrey, a trained nurse, is stationed as a nurse- 
evangelist field worker at Shageluk, Alaska, an isolated spot 
in Northwestern Alaska, where she looks after about 120 
people, mostly Indians. 

She is anxious to receive GP to help her follow recent ad- 
vances in medical practice. To quote from her letter to a 
friend: “In my situation I have to be a little tin doctor— 
whether it is ethical or not. I need a publication which will 
keep me informed about the recent advances in medicine, as 
an isolated bush nurse does not have the opportunity of con- 
tacting others in the medical field for many months at a 
time.” 

Iam willing ¢ to pay for a year’s subscription to GP, if it is 
possible to meet Miss Aubrey’s request. I am a retired 
dentist. 

A. H. Meapowcrort, D.D.s. 
Seattle, Wash. 


GP welcomes Nurse Aubrey into its readership. Her subscrip- 
tion has been entered and Benefactor Meadowcroft has been 
billed for $10.—PuBLISHER 


Charge: Specific Indignities 
Dear Sirs: 


We are indignant over the way the recent polio crisis 
was handled in Chicago. We feel the medical profession in 
this area has suffered a loss of valuable and much needed 
prestige. 

The public has been notified that anyone within the 
prescribed age limits can go to their neighborhood hospital 
and get a free polio immunization. I feel this implies that 
private physicians would not consider a patient’s economic 
status when charging for this urgently needed service. 
We charge our patients for the immunization but we cer- 
tainly charge less when several members of the family come 
at one time for it. We are sure that we are not alone when 
: we say that we have never refused to give the immunization 

to anyone regardless of what they can afford. 
Pyrid ine HCI Be) oe The objections now being voiced by the public are con- 
cerned with why “doctors are charging for giving the 
vaccine when it can be obtained free.” 

We must let the public know that all physicians will join 
together when need be to meet any such crises and private 
physician leadership can solve any such problem. Our 
patients know and we are sure yours do too, that at a time 
like this especially, cost is secondary to their needs. We 


24 GP Volume XIV, Number 4 


. 
4 
: 
@igestve-nutritive tome, 
es 
gestive 
Vitamin corporation 
East 4 rd St., New York 17, N.Y. 


crisis 
on in 


eded 


1 the 
spital 
; that 
rvice. 
e cer- 
come 
when 
zation 


e con- 


ig the 


join 
private 
Our 
a time 


ls. We 


felt and we told our patients that if they couldn’t afford 
the vaccine we would give it to them for whatever they 
could afford, right in our own office. They don’t have to 
visit their neighborhood hospital. 

BERTRAM B. Moss, M.D. 
Irwin T. BARNETT, M.D. 


Chicago, Ill. 


All Things to All People 


Dear Sirs: 

The public has very definite, if somewhat unrealistic, 
ideas of what the general practitioner should be. 

He should be a middle-aged man of inexhaustible energy 
and nonexistent fatigability. He should be married, with 
children young enough so that he can understand and share 
the problems of childhood; yet he must be old enough so 
that he empathetically appreciates and shares the problems 
of the parents and grandparents. He shares with the minis- 
ter, the priest and the rabbi the responsibility for spiritually 
guiding his patients past worldly pitfalls. 

He should spend at least half of his time in continuing 
education and in hospital work, but must not let these 
endeavors interfere with his routine 24-hour-a-day, 7-day-a- 
week office visit and house-call schedule. 

He must combine all of the skills and knowledge of all 
specialists—and must be able to exercise these skills and 
this knowledge within the limits of a 15-minute office 
session or a midnight house call without subjecting the 
patient to bothersome laboratory tests and diagnostic aids. 

In his spare time, he should take an active interest in 
the church, civic affairs and local politics, and should 
financially support every charity including the Society 
for the Prevention of Cruelty to Animals in North Africa. 

As for remuneration, the public feels that his fees should 
range somewhere between those of the city trash collector 
and the local TV repairman. They will pay gladly and 
without haggling those approaching the cost of removing 
garbage, but only under duress and after argument a fee 
equal to that of the town plumber. 


Horace Esusacu, M.D. 
Drexel Hill, Pa. 


Intestinal Fortitude 


Dear Mr. Cahal: 

I wish to congratulate you upon your display of guts 
and your command of the English language—referring to 
your Memo from the Publisher (August, 1956) on the 15 
per - agency commission. Obviously, we applaud your 
stand. 

Lalso wish to compliment you upon the way your state- 
ment of policy was written, perhaps the best expression 
Thave seen on the subject. 

Lee RAMSDELL 


President 
Lee Ramsdell & Co., Inc. 
Philadelphia, Pa. 
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for faster pain relief and 
superior gastric tolerance 


A nonsystemic buffer (aluminum hydroxide) has now been added — 
in a new “sequential release” tablet —to the formulae of Pabirin and 
Pabirin AC (Pabirin plus hydrocortisone). The outer layer of this 
specially constructed and rapidly disintegrating tablet contains the 
aluminum hydroxide, PABA, and ascorbic acid. Within a few min- 
utes the buffering action of the aluminum hydroxide is made available 
to protect the stomach against possible irritation by the salicylate. 
Then the core of the tablet disintegrates to permit rapid absorption 
of the other antirheumatic ingredients. As a result, gastric tolerance 


is excellent — pain relief rapid. 


Buffered Pabirin AC 
Buffered | Tablets 
Pabirin | (Pabirin plus 
Tablets | hydrocortisone) 


Hydrocortisone 2.5 mg. 
Acetylsalicylic acid (5 gr.) 300 mg. | 300 mg. 
Para-aminobenzoic acid (5 gr.) 300 mg. | 300 mg. 
Ascorbic acid 50mg. | 50mg. 
Dried aluminum hydroxide gel 100 mg. | 100 mg. 


Buffered Pabirin Tablets and Buffered Pabirin AC Tablets are preparations. 
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THE “WEIGH” OF ALL FLESH ie ee 


for the patient who is all flesh and no will-power . . . 


Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives a 
obese patient. lighter, brighter look to life—toning down the 
First it curbs the desire for food, so that amoderate PSychic urge to over-indulge. 

meal satisfies. ; SYNDROX - TABLETS. ELIXIR 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Charles F. Wilinsky, M.D. 
A Service Award 


THE HIGHEST HONOR conferred by the American Hospital Associa- 
tion, the AHA Distinguished Service Award, was presented re- 
cently to Dr. Charles F. Wilinsky, Brookline, Mass. This award is 
the most recent of many which have accrued to this veteran physi- 
cian. Outstanding in both hospital administration and_ public 
health work, Dr. Wilinsky is the only person to have held the 
presidency of both the American Hospital Association and the 
American Public Health Association. The AHA award commends 
Dr. Wilinsky for his early recognition of the need for coordination 
between hospitals and Hfealth departments and for his devotion to 
strengthening this relationship. Dr. Wilinsky, a native of Poland, 
is former executive director of Beth Israel Hospital, Boston. In 
1915, he opened the Blossom Street health unit, a pioneering de- 
velopment which served as a model for health centers throughout 
the world. He remained active in the Boston Health Department 
for 43 years and still counsels many health projects. 


Captain John V. Noel, Jr. 
A New Assignment 


RECENTLY APPOINTED CHAIRMAN of the Inter-Service Committee on 
Dependents’ Medical Care, Captain John V. Noel, Jr., U.S. Navy, 
will establish plans and policies implementing the new Depend- 
ents’ Medical Care Law. This committee is composed of armed 
forces officers and representatives of the Secretary of Health, Edu- 
cation,and Welfare. As a destroyer commander during World War 
II, Captain Noel received high decorations. He later served as an 
amphibious planner, taking part in the early Korean landings. 
After attending college in Charleston, $.C., he entered the Naval 
Academy and in 1948 received his M.A. degree in personnel ad- 
ministration from Stanford University. Captain Noel has served as 
head of the Personnel Planning Branch of the Bureau of Naval 
Personnel and is presently assistant chief of naval personnel for 
Special Projects. He is, in short, the essence of all good line naval 
officers—handsome, polished and confident, sharply intelligent, 
with a magnificent war record. 
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Number 4 


Charles S. Cameron, M.D. 


A New Dean 


Dr. Cuartes S. CAMERON will become dean of Hahne- 
mann Medical College, Philadelphia, on November 1. 
A 1935 Hahnemann graduate, he received an honorary 
Doctor of Science degree from his distinguished alma 
mater in 1955. Dr. Cameron will succeed Dr. Charles 
L. Brown who will become head of Seton Hall Univer- 
sity Medical College. As medical and scientific director 
of the American Cancer Society for the last nine years, 
and as vice president, Dr. Cameron has broadened the 
attack on cancer along many lines. He has played a 
large part in the growth of the society and in develop- 
ing the society’s training programs for young doctors 
and scientists. Dr. Cameron emphasizes that the family 
physician plays the leading role in cancer control, 
since he has the opportunity to guide the patient to 
early diagnosis and prompt aggressive action. Dr. 
Cameron’s dedicated fight against cancer extends to 
active participation in many cancer organizations. His 
recent, definitive book, The Truth About Cancer, is a 
categorical examination of the total cancer problem. 
Dr. Cameron is editor of CA—A Bulletin of Cancer 
Progress and advisory editor of Geriatrics. He is special 
consultant to the Cancer Control Grants Section of the 
National Cancer Institute, clinical assistant surgeon at 
Memorial Hospital, and clinical assistant visiting sur- 
geon at James Ewing Hospital, New York. During 
World War II, he was chief of the Tumor Service at 
Brookly 1 Naval Hospital. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, 
as well as other medical meetings in which general 
practitioners will have an interest, will appear here 
monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. 


*Oct. 17. Minnosota chapter, sixth annual fall refresher, 
Prom Beliroom, St. Paul. 

*Oct. 17, Tri-State chapters, (Maine, New Hampshire, Ver- 
mont), annual meeting, Concord, N. F. 

*Oct. 17. Delaware chapter, course in diseases of the blood, 
Wilmington General Hospital, Wilmington. 

*Oct. 17. Duke University, medical cruise seminar, 
aboard S.S. Nassau leaving from New York City. 

*Oct. 17-18. Georgia chapter, eighth annua! meeting, Gen- 
eral Oglethorpe Hotel, Savannah. 

*Oct. 17-18. Arkansas chapter, annual fall meeting, Albert 
Pike Hotel, Little Rock. 

*Oct. 17-18. Maryland chapter, eighth annual scientific 
meeting, Sheraton-Belvedere Hotel, Baltimore. 

*Oct. 18. Kansas University, course in general medicine 
and surgery, Kansas City, Kansas. 

*Oct. 18. University of Buffale, course in fluid and elec- 
trolyte therapy, Buffalo, N. Y. 

*Oct. 18-19. University of Minnesota, course on tech- 
niques in general practice, Minneapolis. 

*Oct. 20-21. Florida chapter, seventh annual scientific 
meeting, Roosevelt Hotel, Jacksonville. 

*Oct. 21-24, New Yerk chapter, eighth annval meeting, 
Hotel Statler, Buffalo. 

*Oct. 22-24. University of Mississippi, dedication, Uni- 
versity Medical Center, Jackson. 

*Oct. 22-24. University of Minnesota, course in gyne- 
cology, Minneapolis. 

*Oct. 22-26. American College of Physicians, course in 
recent advances in internal medicine, University 
of Washington School of Medicine, Seattle. 

*Oct. 24. Delaware chapter, course in hypertension, Wil- 
mington General Hospital, Wilmington. . 

*Oct. 24-25. Missouri chapter, eighth annual meeting, 
Jefferson City. 

*Oct. 24-26. University of Califernia, course in aviation 
medicine, Los Angeles. 

Oct. 26-31. American Heart Association, annual mect- 
ing, Netherlands-Plaza Hotel, Cincinnati. 

*Oct. 29-31. New York University-Bellevue Medical Center, 

course in auscultation of the heart, New York 
City. 

*Oct. 29-Nov. 1. Omaha Mid-west Clinical Society, 24th 
annual meeting, Fontenelle Hotel, Omaha. 
*Oct. 30-Nov. 1. New England Postgraduate Assembly, 
14th annual meeting, Hotel Statler, Boston. 
*Nov. 1-2. New York University-Bellevue Medical Center, 

course in Cardiac roentgenology, New York City. 

*Nov. 1-3. Kensas University, et al., course on obstetrics, 
Kansas City, Kan. . 

*Noy. 6-8. Michigan chapter and Wayne County chapter, 
10th ennval fall postgraduate clinic, Sheraton Cadiliec 
Hotel, Detroit. 

*Nov. 7. Delawere chapter, course in geriatrics, Wilmington 
General Hospital, Wilmington. 

*Nov. 7-8. Fleride chapter and Southeastern states, Cancer 
Seminar, Jacksonville. 

Nov. 12-15. Sevthern Medical Association, golden an- 
niversary meeting, Washington, D. C. 

Nov. 12-16. American Public Health Association, 84th 
annual meeting, Atlantic City. 
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Parenteral-like androgen effect without injection 


ren Linguets 
Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 
feel “tied” to your hypodermic needle. 
Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 
into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 
orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 
Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


2/2275 SUMMIT, N. J- 
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Prospectus 


As MEDICAL KNOWLEDGE has increased, so too has spe- 
cialization in medical teaching and practice. With this 
has come recognition of the fact that in an era of spe- 
cialization, the general practitioner is more important 
than ever. It is his duty and privilege to see and tend 
the total patient, thereby preventing a kind of medical 
dismemberment that might otherwise evolve. Yet, as 
specialization increases, there is a corresponding tend- 
ency toward fragmentation of medical education. 

There you have the medical educator’s dilemma. 
On the one hand is a need created by specialization 
for more and better family physicians. On the other 
hand, specialization by its very nature is an obstacle 
to fulfillment of that need. 

Fortunately, the dilemma, though awkward, is not 
insoluble. This is clearly shown in a series of articles 
on medical education published in the Journal of the 
American Medical Association for June 23, 1956. 

At Western Reserve a solution has been sought in 
the development of a program in which interdepart- 
mental teaching is emphasized. In describing that pro- 
gram, Caughey does not claim that it is the only method. 
Indeed he believes that experimentation with other 
methods is urgently needed. He warns: “Unless new 
methods are developed, the education of medical stu- 
dents will be progressively more fragmented and dis- 
jointed and will become an unsatisfactory experience 
for the student, just as medical care, when provided 
by an aggregation of technically competent specialists 
without the benefit of a personal physician who can 
interpret the whole situation and program, may be 
frustrating and meaningless for the patient.” 

At the University of Florida, the educational pro- 
gram “emphasizes the training of the family physician 
for practice in the local community as a student may 
expect to find it 10 to 20 years hence.” To that end, 
the uni ersity is as much concerned with the student’s 
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preparation for citizenship as with his purely scien- 
tific training. 

The new medical school in Mississippi has consid- 
ered especially the need for family physicians in rural 
areas. To meet that need, as described in the gist of 
an essay by Rittelmeyer, a department of general prac- 
tice has been set up “within the department of pre- 
ventive medicine, a department that by tradition runs 
diagonally across the highly compartmented medical 
curriculum. The student is introduced to his first fam- 
ily in his second year. After some experience he selects, 
before his last year, the family that will be under his 
care until he graduates. Supervision of patient care in 
this program is provided by practicing family physi- 
cians, and the only full-time member of the staff is the 
director of the section on general practice.” 

The University of North Carolina teaches under- 
graduates the family physician’s approach in a pro- 
gram based on an outpatient experience. Here a “gen- 
eral” clinic replaces the usual teaching hospital’s medi- 
cal and surgical clinics. In addition, the medical school 
sponsors a two-year general practice training period 
as special graduate work. 

These examples of the trends in undergraduate medi- 
cal education are not unique. Other medical schools 
have developed other techniques to insure that stu- 
dents receive the spirit and knowledge that are pre- 
requisites to good general practice. However, it is es- 
pecially encouraging that three of the four Journal 
articles originated in new medical schools—Florida, 
Mississippi, North Carolina. This indeed speaks well 
for the future of general practice in the United States. 


Cancer of the Breast 
In Cleveland Clinic Quarterly for July, 1956, Crile 


discusses a dilemma that now confronts surgeons— 
the choice of a method of treating cancer of the breast. 
Some part of this problem was touched on in conflict- 
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ing guest editorials by Grace and Cameron in GP for 
February, 1954. However, those authors failed to reach 
a common level of argument regarding the dilemma, 
so that its full force may not have been apparent. As 
Crile puts it, on the one hand, some surgeons “. . . 
advocate extension of the radical operation to include 
resection of the internal mammary nodes; on the 
other, there is mounting evidence that simple mastec- 
tomy gives better results than the conventional radical 
operations.” 

Crile credits the experiment of McWhirter, in Edin- 
burgh, Scotland, with having precipitated the present 
crisis in our thinking. That experiment gave a satis- 
factory comparison for several methods of treatment of 
breast cancer—radical mastectomy, radical mastectomy 


plus postoperative radiation therapy, and simple mas- 


tectomy plus irradiation. 

Crile reports: “McWhirter found that roentgen 
therapy after radical mastectomy reduced the inci- 
dence of local recurrences but made no significant 
change in the survival rates. However, when the treat- 
ment was changed from radical mastectomy to simple 
mastectomy, irradiation being given in both instances, 
the survival rates at five and at ten years after opera- 
tion were increased by more than 10 per cent. From 
this experiment McWhirter has drawn two conclu- 
sions: (1) that in many cases irradiation can control 
local recurrences, and (2) that by not dissecting the 
axilla, dissemination of disease is avoided and the sur- 
vival rate is increased.” : 

Studies by other investigators support the thought 
suggested by McWhirter’s findings—the thought that 
the regional lymph nodes, even when involved by can- 
cer, may act more often as a barrier to further spread 
than as a source of dissemination. To explain that con- 
cept, Crile likens cancer to infection. Thus: ‘In an 
infection of the hand we view the axillary nodes as a 
barrier to systemic spread. We treat the local lesion 
and count on the natural resistance of the body to over- 
come the bacteremia and the lymph-node involvement. 
Surgeons have learned from bitter experience that they 
spread the disease if they excise lymph nodes that are 
involved by virulent infections. Yet in grade IV can- 
cers, when blood vessels and lymphatics are filled with 
tumor cells, many surgeons do not hesitate to excise 
the lymphatic barrier.” 

According to Crile, another factor is even more im- 
portant than the considerations about the lymph-node 
barrier, in the efforts to resolve the surgeon’s dilemma. 
That factor is the biologic potential of the individual 
cancer—the pattern of its natural growth and spread. 
He admits that the methods for assay of the biologic 
potential are not entirely satisfactory. However, he 
believes that careful observation of the clinical course 
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plus estimate of response to radiation therapy can 
guide the selection of a method of treatment for an in- 
dividual patient. 

It is quite apparent that Crile has no intentivn of 
settling the dilemma by favoring radical treatment or 
simple treatment. In fact, his whole discourse implies 
that surgeons have a dilemma mainly because they 
tend to think too much in terms of cancers in patients 
and too little in terms of patients having cancers. The 
distinction may seem subtle, but it is important. An 
approach to the problem through consideration of an 
individual patient (who happens to have a cancer) 
leads naturally to individualization of treatment. In 
Crile’s opinion, that is the essence of good surgical 
treatment for cancer of the breast. 


Citizens by Default 


IF PRIMARY ELECTIONS are any yardstick, voters this year 
are more apathetic than usual. Maybe they’re so satis- 
fied with general conditions that they aren’t concerned; 
maybe they feel the election is in the bag for their side; 
or maybe they’re just lazy citizens. 

That Americans have so little regard for their voting 
right is a sad commentary on our way of life. Whether 
it’s a rather shoddy little voting booth or one of the 
streamlined mechanical models, these structures are 
democracy’s pillar of strength and provide a sounding 
board for the people’s wishes. 

In 1952, physicians set an admirable example—a 
Medical Economics’ survey found that 97 per cent of its 
doctor-respondents voted. They voted for a change in 
government! This year, the 84th Congress’ action on 
health bills should prompt doctors to take a second 
look at Congressional candidates. 

As civic leaders, physicians have not only an obliga- 
tion to get to the polls, but a duty in urging their pa- 
tients, whatever their party, to vote. 

Academy Member Walter Judd, Republican Repre- 
sentative from Minnesota’s fifth district since 1942, has 
reproached his medical colleagues for their indif- 
ference on nonmedical issues. Talk to patients about 
national issues as well as discussing gallbladders and 
toenails, the Congressman admonishes. 

Many upcoming legislative issues could be elec- 
trifying, making Congressional seats increasingly im- 
portant. 

The choice of the man in the White House may spell 
the difference between world peace or war. He will 
surely determine whether this nation maintains its 1n- 
ternal security, its peace of mind and its prosperity. 

Thinking people will see the necessity of voting. 
Thinking Americans aren’t likely to be citizens by 
default. 
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Our Turbulent Population 
Most PEOPLE know that the population of the United 
of States has changed greatly in size, composition and 
or distribution during recent years. However, it takes a 
les study like the one published by Grove in the American 
ley Journal of Public Health for May, 1956, to give a full 
nts understanding of the changes. 
“he As Grove describes, the size of the population has 
An increased enormously, especially since 1940. The in- 
an crement has been largely a result of an increase in the 
er) birth rate and a decline in the death rate; a compara- 
In tively small portion of the increment represents net 
ical gains by immigration. Some idea of the magnitude of 
the change can be obtained from Jtem 1 in the diagram 
at the right. 
Allareas of the nation have not shared equally in the 
population increases. Some of the percentage changes 
year in population size for different regions can be dia- 
atis- grammed as shown in Item 2. 
ed; Aside from the net growth in numbers, the other 
ide; outstanding characteristic of the population has been 
its extraordinary mobility. Grove notes that the pre- 
ting dominant direction of the movement has been to the 
ther Far West, to the Gulf Coast, to Florida, to the Great 
* the Lakes industrial area, and to the Middle Atlantic 
; are coastal area. “In contrast,” he adds, ‘‘most Midwestern 
ding and Southern states had a net out-migration.” When 
he analyzed these movements in greater detail, it was 
e—a apparent that the population continues to shift from 
of its tural toward urban areas, as shown in Item 3. 
ze in Important too, from a public health standpoint, is 
n on the disclosure that the growth of urban populations 
cond represents a considerable racial redistribution. This 
is pictured in Item 4. 
vliga- Physicians are generally aware of the public health 
I pa- problems that are resulting from a change in the 
composition of the population. The growing numbers 
epre- of older people are the subject of frequent discussion. 
2, has The booming birthrate of the period since 1940 is 
indif- having a well-recognized impact upon the educational, 
about social and health facilities of many communities. 
s and As Grove emphasizes, the rapid shifting of the popu- 
lation also has a serious public health aspect. For 
elec example, he notes that a rapidly growing area is 
ly im- faced with the necessity of expanding its health serv- 
lces—a need that may be difficult to meet because of 
y spell financial stringencies or a lack of sympathy in the long- 
e will lme residents. Also, new residents sometimes bring 
its n- J@ with them certain new health problems. To show a 
ity. somewhat different side, he adds, ‘The rural areas, 
poe many of which have never had adequate health facilities 
ons Dy 


and services, may find it even more difficult to support 
them in the face of a declining population.” 
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INCREMENTS IN POPULATION 


DURING RECENT PERIODS. 


1930-1940 1940-1950 1950-1955 


2. PERCENTAGE INCREASES IN POPULATION 
1N DIFFERENT REGIONS DURING 


3940-1950. 


THE PERIOD, 


North-east North-central South 


3. PERCENTAGE CHANGES IN URBAN 
AND FARM POPULATIONS DURING THE PERIOD, 
1940-1950. (THIS TREND CONTINUES.) 


S. PERCENTAGE INCREASES IN WHITE 


AND NONWHITE POPULATIONS IN URBAN AREAS 
DURING 


THE PERIOD, 1940-1950. 


> 
x 
40 
20 
re 
iv} —§ 

White Nonwhite : 


All kinds of physicians must join in planning to 
meet the problems created because our people are in 
motion. To some extent, the plans must be as fluid as 
the movements of the people. Fixation of ideas about 
health services is likely to be dangerous. The very 
turbulence of the population calls for resiliency in the 
medical profession. 


Uncle Wilfred 


Recentty Uncle Wilfred read that pigeon droppings 
are likely to contain Cryptococcus neoformans—a 
fungus that sometimes causes disease in humans. Since 
then, each morning, he has a little quiet target prac- 
tice on the pigeons that had taken to roosting under 
the eaves of his house. He never had liked pigeons or 
their droppings, but as he puts it, ‘As a doctor, I had 
to have a good public health reason for working on 
them with an air gun.” 


Fluoridation of Water 


Frvormation of drinking water has been widely ac- 
cepted by responsible scientists as a safe, practical 
method for preventing dental caries. Yet, here and 
there, a nucleus of resistance persists. By half-truths, 
innuendoes, and incompetent testimonials, the oppo- 
nents of fluoridation strive to shake public confidence 


in the safety of the method. By these means, they have 
so roiled the waters to the public eye that murkiness, 
if not fluoridation, raises doubts about potability. 

But, given time, the murkiest waters may clear. So 
it is that more than ten years have passed since a con- 
trolled study of the effects of fluoridation was begun 
in New York. The report of that experiment, pub- 
lished by Ast and Schlesinger in the American Journal 
of Public Health for March, 1956, should serve as a 
final settling basin for the doubtful waters. 

The experiment involved the cities of Newburgh and 
Kingston, each with a population of about 30,000, 
located about 30 miles apart on the west bank of the 
Hudson River. The water supplies to both cities had 
a low fluoride content. Then in May, 1945, sodium 
fluoride was added to the Newburgh water supply to 
bring its fluoride content up to 1.0 to 1.2 ppm. Kingston 
continued to use water of low fluoride content. 

In the beginning, the children aged 6 to 12 in both 
cities had a similar dental caries experience—a rate of 
about 20 DMF permanent teeth (decayed, missing, or 
filled) per 100 permanent teeth. Ten years later, the 
contrast was striking. In fluoride-supplied Newburgh, 
the DMF rate was 41 per cent to 58 per cent lower 
among various groups of children than in comparable 
children living in fluoride-deficient Kingston. The 
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greatest difference was apparent in children 6 to 9 
years old who had been part of the experiment al/ their 
lives. 

Of equal importance, careful searches among the 
Newburgh children failed to disclose any evidence that 
fluoridation had caused objectionable dental fluorosis, 
Nor were there any findings suggestive of systemic ef- 
fects from drinking fluoridated water during the period 
of most rapid growth. 

In sum, the Newburgh-Kingston study rather con- 
clusively confirms the effectiveness and safety of a 
fluoridation program. 

It is to be hoped that this experience will be con- 
vincing even to those who have been most violently 


opposed to the method. 


Medical Care for Dependents 


Last Jury 28 and 29 all but a few constituent state and 
territorial medical associations sent representatives to 
a meeting arranged by the American Medical Associa- 
tion for the purpose of discussion of Public Law 569 
and problems related to it. As might have been ex- 
pected, those representatives arrived with varying 
amounts of knowledge about the subject. Thanks to 
their own hard work and a full program, by the time 
they left, they were as fully informed as they could be. 
Among other things, they learned: 

That Public Law 569, 84th Congress, provides full 
medical care for dependents of members of the uni- 
formed services; 

That a large part of such care is to be provided by 
civilian physicians ; 

That a “Task Force” of the Department of Defense 
(the administering agency for the law) is preparing a 
set of regulations to implement the law; 

That representatives of the Board of Trustees of the 
American Medical Association have actively represent- 
ed the viewpoints of organized medicine on the form 
and substance of the proposed regulations; 

That the constituent state and territorial medical 
associations are expected to prepare schedules to re- 
flect the prevailing fees in each locality; and 

That there is an urgency about the whole matter— 
an urgency compelled by the fact that the law signed 
by the President as recently as June 7, 1956, becomes 
effective on December 8, 1956. 

As the week-end meeting drew to a close, some of 
the representatives began expressing thoughts abou! 
the broad implications of a law that extends medical 
care at government expense to the dependents of 
about three million men. They wondered if this is no! 
another long step toward socialism. ‘Where and 
when,” they asked, “will it end?” 
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Gastrointestinal Polyps 


ELSEWHERE IN THIS ISSUE (page 80), an unusual aspect 
of familial, generalized polyposis is presented. It seems 
prudent to point out that polyps may be difficult to 
feel on rectal examination. Use of the sigmoidoscope 
in these cases may pay dividends by demonstrating 
nonpalpable polyps. When one polyp is found, others 
must be searched for. 

Roentgenologic demonstration of small bowel polyps 
is difficult, and negative or equivocal reports do not ex- 
clude their presence. Spots of pigment of the skin or 
lips, associated with intestinal symptoms, demand a 
more thorough search for polyps. 

In view of the recognized malignant potential of 
adenomatous polyps, treatment is mainly surgical. 


Diagnosis of Poliomyelitis 


FROM THE INFORMATION available at this time, it seems 
apparent that the poliomyelitis vaccination program 
has had a profound influence on the prevalence of the 
disease. In particular, during the season just past, 
paralytic forms have been drastically curtailed. 

Not surprisingly, as poliomyelitis comes under con- 
trol, accurate diagnosis of the disease becomes more 
and more important. Otherwise, a final evaluation of 
the effectiveness of vaccination will be impossible. 

Yet several factors combine to make diagnosis more 
difficult. One has already been mentioned—a reduced 
incidence of paralytic poliomyelitis. The nonparalytic 
form is easily confused with other viral and bacterial 
infections—indeed, cannot be surely identified without 
special laboratory tests. In addition, there is growing 
awareness that other diseases sometimes masquerade 
as paralytic poliomyelitis, and here too special tests 
are needed to settle the diagnosis. Finally, if the 
present trend continues, clinical diagnosis of the 
disease may become difficult because of its infrequency. 

In anticipation of these problems, arrangements 
have been made to supply the special tests that are 
needed for confirmation of a diagnosis of poliomyelitis. 
Specifically, a network of laboratories has been or- 
ganized by the Communicable Disease Center of the 
Public Health Service. The network includes a number 
of academic research laboratories and state health de- 
partment laboratories. 

Ina bulletin issued by Public Health Service in mid- 
July, physicians are urged to use these laboratory facil- 
ites, sending specimens to their state health depart- 
ment laboratory or to whatever laboratory is designated 
by their state health department. That same bulletin 
carried instructions for preparation and shipment of 
diagnostic specimens. These are reprinted on page 88. 
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It is hoped that full cooperation will be obtained 
from all physicians. This is essential to current re- 
search and to a definitive evaluation of the effectiveness 
of the poliomyelitis vaccine. 


ACROSS THE EDITOR'S DESK’ 


Low-Fat Cookery 


A NuMBER of physicians have recommended that the 
average American diet should have a lower fat con- 
tent. They have had what seemed to be good medical * 
reasons for doing this—best of all, prevention of obe- 
sity. However, they have not developed practical tech- 
niques for the accomplishment of their recommen- 
dation. 

Drs. Eugene Stead and James Warren, of Duke 
University School of Medicine, are different. They be- 
came convinced that their diets contained too much 
fat. But they passed from the talking phase to the doing 
phase. The result is a new pattern of eating. 

It happened this way. The doctors recognized that 
most people like to eat. Large appetities need to be 
satisfied at the same time that obesity is prevented. 
But this is difficult to achieve as long as the diet has 
a generous portion of fat. Gram for gram, the caloric 
value for fat compares with that of carbohydrates and 
proteins like this: 

(iegeiacjqe} calories in one gram of fat 
leq calories in one gram of carbohydrate 
or protein 

To put it another way, Drs. Stead and Warren knew 
that if they could supplant fats with carbohydrates and 
proteins, gram for gram, people would be able to eat 
as much food as ever but with a corresponding reduc- 
tion in calories. 

However, the practice was not so simple as the 
preaching. All the arts of American cookery have de- 
pended upon liberal supplies of fats. If the low-fat diet 
were to succeed, new methods of cookery must be de- 
vised. And here the doctors struck a snag. They knew 
all about calories but nothing about cookery. So being 
wise men, they turned the problem over to their wives. 

The ladies accepted the challenge. Sometime this 
fall, their Low Fat Cookery will appear in print. The 
principles and recipes of the book have had a two-year 
trial in the Stead and Warren families. It may not be 
the whole answer to the problem of how to eat and 
stay lean, but it should help. And there’s no question 
but that physicians will have to know about it. If their 
patients don’t ask them, their lady-wives will. 
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BY WILLIAM M. MADISON, JR., M.D., JAMES 
AND J 


Figure 1b. Figure 1c. 


‘THESE FILMS SHOW the typical mitral configuration of the rheumatic heatt. 
Mitral valvular calcification is difficult to see in the PA projection (Figure 
1 a), but can be seen faintly in the lateral view (Figure 1 6), within the 
substance of the heart nearer the apex. The calcified valve has a hazy, 
ground-glass appearance; the spot film demonstrates spicules of calcium 
within the valve leaflets (Figure 1 c). Mitral valvular calcification almost 
always signifies rheumatic heart disease. 
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Figure 2a. Figure 2b. 


CALCIFIED AORTIC VALVES are best seen in the lateral views (Figure 2 b), and 
are higher and more anterior in position than either mitral annular or val- 
vular calcifications. Clinical findings include a systolic murmur at the base. 
The presence of radtologically demonstrable aortic valvular calcification is 
of great aid in determining the importance of an aortic systolic murmur. 


3. Calcification of the Mitral Annulus 


Figure 3a. Figure 3b. 


IN THESE FiMs the calcified mitral annulus can be seen as a semicircle on 
both the PA (Figure 3 a) and oblique (Figure 3 b) projections. The calcific 
deposits are irregular, and may take a “J,” “U,” or circular shape. Annular 
calcification is considered to result from degenerative processes, may be asympto- 
matic, but when extensive may be associated with complete heart block and the 
murmur of mitral regurgitation. 
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Figure 4a. Figure 4b. 


DIFFUSE AND PLAQUE-LIKE AREAS Of calcification over the cardiac shadow are 
seen in these films representative of constrictive pericarditis. Calcification 
is seen best in the lateral view (Figure 4 6). Etiologies of this condition 
include tuberculosis, trauma, infections and fungous diseases. Slight calci- 
fication of the perwardium may be asymptomatic; however 40 per cent of cases 
of constrictive pericarditis exhibit pericardial calcification. 


5. Calcification of the Left Atrium 


Figure 5b. 


‘THESE FILMS DEMONSTRATE a thin layer of calcium in the wall of a “giant” 
left atrium, a resultant of rheumatic heart disease and predominant mitral 
regurgitation. The enlarged atrium can be seen in the lateral view just 
anterior to the vertebrae (Figure 5 b). Atrial calcification must be differen- 
tiated from pericardial calcification. The latter is usually seen over the 
ventricular surface. Calcification in the wall of the left atrium is almost 


always due to rheumatic heart disease. 
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Figure 6a. Figure 6b. 


THESE FILMS DEMONSTRATE three areas of calcification—mitral annulus, 
aortic valve and aortic arch. In the PA view the ring of calcium in the 
aortic arch is clearly visible (Figure 6 a). In the lateral view (Figure 6 6), the 
lower, more posterior shadow is the calcified mitral annulus; the higher, 
more anterior area of intracardiac calcification is in the aortic valve; and 
the thin shell of calcium in the aortic arch is clearly visible. 


]. Calcification in the Ventricular Wall Following Myocardial Infarction 


Figure 7a. Figure 7b. 


THESE FILMS DEMONSTRATE calcification in the left ventricular wall nine 
years after a documented anterior myocardial infarction. Fluoroscopy was 
inconclusive of ventricular aneurysm. The line of calcium is limited out- 
wardly by a rim of soft tissue observed in all projections (Figures 7 a and 6), 
in contradistinction to pericardial calcification, which is located at the ex- 
treme periphery of the cardiac shadow. Ninety-five per cent of ventricular 


wall calcifications are seen in the left ventricle, and are due most commonly to 
myocardial infarction. 
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Figure 8a. Figure 8b. 


THESE FILMS SHOW faint calcification within the wall of a dilated ascending 
aorta (Figures 8 a and b), found in a patient with a history of syphilis and 
with a positive serology. Calcification in the ascending aorta, in contrast to 
calcification of the remaining portion of the aorta, is frequently seen in syphilitic 
aortitis. 


9. Calcification of the Pulmonary Arteries 


Figure 9b. 


THESE UNUSUAL FILMS DEMONSTRATE calcification within the walls of the 
dilated pulmonary arteries in a patient proven at autopsy to have a patent 
ductus arteriosus and reversal of flow. The egg-shell areas of calcification 
are best seen in the primary branches (Figure 9 a). Right ventricular hy- 
pertrophy is present. Pulmonary arterial calcification may be observed 0 
casionally in patients with pulmonary hypertension of any cause. 
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Figure 10a. Figure 10b. 


THESE FILMS DEMONSTRATE Calcification within the walls of the coronary 
arteries, often of such extent that the whole of the coronary tree may be 
outlined (Figure 10 b}. Such findings, often incidental, may or may not be 


associated with symptoms. 


Asymptomatic Microhematuria 


In uRoOGRaPHIC and cystoscopic studies of 500 patients who 
did not have urinary symptoms but who had microhe- 
maturia as the only significant abnormal finding of urinaly- 
sis, a lesion varying in significance from great to moderate 
was detected in about 10% of patients. The lesion was neo- 
plastic in about 2% of patients. The remaining 90% of 
patients were divided into approximately equal groups in 
which either the lesion noted was insignificant or a lesion 
could not be detected. An unrewarding effort was made to 
establish criteria that would enable the urologist to select 
patients for urologic studies in order not to overlook sig- 
nificant lesions but without subjecting each of the patients 
to extensive investigation. Lacking such criteria, it appears 
advisable to perform complete urologic investigation in all 
cases of asymptomatic microhematuria. A compromise but 
less acceptable plan consists of complete urologic investi- 
gation of all patients 50 years of age or clder. Urologic in- 
vestigation of patients younger than 50 years, according 
to this particular plan, would consist of the taking of a 
plain roentgenogram of the urinary tract, plus cystoscopy. 
—Lavrence F, Greene, M.D., EDWARD J. O'SHAUGHNESSY, 


and Everett D. Henpricxs, M.p., JAMA, 161:610, 


1956. 
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An Early Sign in Infectious Mononucleosis 


TWENTY consecutive patients with infectious mononucleo- 
sis seen from May to September, 1955, at one Air Force 
hospital were observed for the finding of petechial eruption 
in the soft palate. Nineteen of these had proved cases of 
mononucleosis; in 10 of the 20 cases the patients had 
petechiae on the soft palate early in the course of the dis- 
ease. No petechial eruption was seen in 12 patients with 
common cold, 19 with acute pharyngitis, 6 with primary 
atypical pneumonia, 18 with infectious hepatitis, 14 with 
bronchitis, and 24 with tonsillitis observed in the hospital 
during this study period. The eruption consists of multiple 
pin-point petechiae on the soft palate usually near the 
junction with the hard palate, sometimes near the midline 
more posteriorly. They are to be differentiated from in- 
creased vascularity and from pigmented spots sometimes 
seen in normal Negroes. Also, a similar eruption may occur 
in a case of hemorrhagic diathesis but is usually associated 
with an eruption elsewhere. In two cases this eruption 
was responsible for an early correct diagnosis. There was 
one case of meningoencephalitis with cerebellar dysfunc- 
tion due to infectious mononucleosis.—Capt. Cuarues B. 
Suiver, Jr., Lieut. Perry Berc and Lieut. Evcene P. 
Frenket, (MC), U.S.A.F., JAMA, 161:592, 1956. 
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Spots and Polyps (PeutzJeghers Syndrome 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


Hand Signs 


Heritable dots or stippled spots of 
black, blue or brown melanin oc- 
curring on the fingers, knuckles, 
palms or dorsum of the hands (also 
seen on the feet). They are neither 
elevated nor hairy. 


Other Features 


Labial, buccal and sometimes gin- 
gival, palatine and lingual spots 
appearing shortly after birth in dark- 
complexioned people. Small bowel! 
adenomatous polyps may be asso- 
ciated with generalized gastrointes- 
tinal, cervical, bladder and nasol 
polyps. Recurrent intussusception, 
obstruction, melena and anemic 
are common, and malignant degen- 
eration is not infrequent. 

The picture may simulate Addi- 
son's disease. 
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Anesthesia for Tonsillectomy 


Tonsillectomy is accompanied by a high incidence 
of serious complications, particularly in children. 

The special problems of this so-called “‘minor’’ operation are due 
to the age of the patients, the location of the surgical field 

within the patient's airway, an inadequate work-up, 

and the presence of chronic infection or respiratory obstruction. 
Post-tonsillectomy hemorrhage is a particular hazard. 

Specific attention to these considerations will reduce the relatively 
high morbidity and mortality associated with this procedure. 


BY MAX S. SADOVE, M.D. AND GORDON M. WYANT, M.D. 


Department of Surgery (Anesthesiology), University of Illinois College of Medicine 
and the Department of Anaesthesia, University of Saskatchewan College of Medicine 


Chicago, Illinois and Saskatoon, Saskatchewan 


TonsiLLECTOMY is one of the most frequently performed 
operations. It is usually considered to be a minor sur- 
gical procedure. However, the high incidence of deaths 
during operation and of serious complications follow- 
ing the procedure does not support the concept of a 
minor surgical intervention. The purpose of this paper 
is to discuss some of the problems of anesthetic man- 
agement for this operation. It is hoped that a clearer 
understanding of these problems may help to reduce 
the relatively high number ofactual or near catastrophes. 

It is doubtful whether the concept of “minor” sur- 
gery is ever justified. Be this as it may, there is certainly 
no such thing as “minor” anesthesia. All anesthesia 
carries with it a basic risk. Although greater in some 
types of operations and in some patients, the risk is 
always there. Most anesthetists will agree that a number 
of serious complications occur also in those cases, in- 
cluding tonsillectomy, which would normally be termed 
“minor” ones. This may well be due to the fact that as 
a rule, less close supervision is maintained in these 
cases. They are assigned to less experienced personnel, 
both surgical and anesthetic. Furthermore, in tonsil- 
lectomy certain additional factors must be taken into 
account that make this anesthesia no less hazardous 
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than so-called “major” procedures. This paper holds 
no brief for or against specialist surgeon or anesthetist, 
but it does make a plea for true competence all around. 


Special Problems 


A number of special problems arise during anesthesia 
for tonsillectomy. Some of these are connected with 
the youth of these patients, others with the fact that 
the operation is carried out within the patient’s airway 
and may jeopardize vital functions unless adequate 
precautions are taken. Further problems arise from the 
fact that many of these patients are admitted to the 
hospital just prior to the operation, and consequently. 
they are inadequately prepared. Chronic respiratory 
obstruction may be an associated factor, as may be 
chronic infection or a variety of other disease states. 
All these factors contribute to a marked increase in the 
anesthetic risk. 

In order to elucidate on some of these points it may 
be best to consider the management of anesthesia for 
tonsillectomy under the headings of preoperative, 
operative and postoperative problems. Also, since the 
problems of pediatric tonsillectomy and adult tonsil- 
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lectomy differ considerably, they will be discussed un- 
der separate headings. Lastly, the management of post- 
tonsillectomy emergencies must also be described. 

Tonsillectomy is almost exclusively an elective pro- 
cedure. It is imperative, therefore, that patients be 
brought to operation only in the optimal condition of 
health, 

Prerequisites. Tonsillectomy should never be per- 
formed in any location other than the operating room 
suite, where all the customary surgical and anesthetic 
facilities are available. It should never be done in an 
isolated location within or without the hospital. A 
properly equipped operating room is essential. ‘The 
availability of adequate and well-trained personnel, a 
correct operating table, adequate surgical equipment, 
spotlight and headlight and an adequate mouthgag are 
also essential. 

Anesthetic Equipment. It will now be necessary to go 
in some detail into the anesthetic armamentarium that 
must be at hand. Whether or not endotracheal intuba- 
tion is to be carried out, a full set of endotracheal equip- 
ment must be available; bronchoscopy and tracheos- 
tomy instruments must be within immediate reach. 
An anesthesia machine must be in the operating room 
and must be set up for administration of artificial 
respiration with oxygen if required. This is particularly 
important during tonsillectomy where so many of the 
problems are due to the surgeon and anesthetist com- 
peting for the airway in order to carry out their respec- 
tive functions satisfactorily. Thus respiratory obstruc- 
tion is the most frequent complication during operation. 

A reliable source of suction must also be at hand, 
capable of developing up to 30 mm. Hg vacuum. Not 
only does tonsilectomy carry with it the usual risk of 
regurgitation inherent in general anesthesia, but the 
continuous efficient removal of secretions and blood is 
of the utmost importance. 

The usual facilities for administering intravenous 
fluids, plasma volume expanders, and low titer O- 
negative blood must be available. Although rarely re- 
quired, these may be of the utmost importance under 
certain circumstances. It is equally important that an 
attempt be made to estimate blood loss. An amount of 
bleeding relatively insignificant in an adult, such as 50 
to 100 cc., may represent a sizeable proportion of a 
small child’s total blood volume. 

All the customary emergency drugs must be in im- 
mediate reach of the anesthetist, as must be sphygmo- 
manometer, stethoscope and blood pumping set. The 
table should be equipped with correct restraints. It is 
useful to have a rectal thermometer available. The usual 
preanesthetic precautions are taken in establishing the 
patient’s identity, reviewing the consent form, and 
checking the chart before anesthesia is induced. Where 
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local anesthesia is contemplated in adult patients. all 
the necessary equipment for combating reaction. to 
local anesthetics must be at hand. 

Above all, perhaps the most important prerequisite 
for safe and successful tonsillectomy is a sense of co- 
operation and teamwork between surgeon and anes- 
thetist. Where such cooperation exists, many of the 
previously mentioned safeguards will never have to be 
used. 


Tonsillectomy in Children 


PREOPERATIVE MANAGEMENT 


It would be most desirable that children be admitted 
to the hospital on the day preceding operation, in order 
to complete the “workup” that is customary for all 
surgical procedures. This would also familiarize the 
child with his surroundings. However, it is recognized 
that this is not possible ‘in the majority of cases in 
most hospitals, because of economic reasons and limita- 
tions of bed space. Admission on the morning of 
operation is therefore frequently a necessary evil. 

However, it is important that no child admitted in 
the morning be brought to the operating room im- 
mediately following admission. The rapid succession 
of temperature taking, blood sampling, and injection 
of preanesthetic medication by unfamiliar persons, fol- 
lowed almost immediately by removal from the parents 
into the strange and frightening surroundings of the 
operating room suite, would be enough to unnerve 
the most stoic of grown-ups. Very few children will re- 
main calm and composed under such circumstances. 
It is essential that they be given a little time to get 
used to their surroundings, make friends with nurses 
and interns, and have the necessary tests performed at 
reasonable intervals. It is also important that enough 
time should be allowed for the preanesthetic medication 
to exert its effect. 

Once again inquiry should be made of the parents 
whether any food or drink has been taken since mid- 
night. Only too often this rule is ignored or inade- 
quately followed by the parents out of misplaced com- 
passion for their starving offspring, a fact which could 
well have serious consequences during induction of or 
emergence from anesthesia. 

It is probably advisable that all children before 
tonsillectomy should have a chest x-ray done, not so 
much to exclude an enlarged thymus gland but rather 
in order to eliminate any gross chest disease. It is 
equally important that a complete blood count and 
hemoglobin estimation be done. Quite a number of these 
patients will be found to be anemic, and thus not in@ 
fit state to undergo elective surgery. This blood count 
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should be in addition to the customary bleeding and 
clotting time determinations. Many of these tests can, 
of course, be done prior to admission, as long as the 
relevant information is made available upon entry into 
hospital. 

A full history is taken and the usual physical exam- 
ination is carried out with care. The child should be 
free of upper respiratory and other infections; in their 
presence operation should be deferred unless the 
attending physician considers that the infection can- 
not be cleared up as long as the enlarged and septic 
lymphoid tissue remains. 

During all these procedures the child’s mind should 
be put at ease by personal, friendly contact. No child 
should ever be approached by any person wearing a 
mask. It is well for the anesthetist to visit his little 
patients and explain to them what is going to be done; 
children make friends easily and most of them are 
quite open to suggestion and to sensible explanation. 

Preanesthetic Medication. This is a difficult matter in 
children. The problem becomes even more complicated 
when considered in relation to tonsillectomy, mainly 
because of the short interval between admission and 
operation. It is generally agreed that atropine or 
scopolamige is desirable in order to aid in the control 
of secretions, and that a sedative, hypnotic or analgesic 
should also be administered. The problems are, what 
agents should be used, in what dosage, and by what 
route of administration. 

Ideally, sedation should be heavy enough to obliter- 
ate the child’s fear and memory of the journey to the 
operating room and of the induction, yet not so heavy 
as to cause medullary depression. Sleep should not be 
unduly prolonged after the operation. Thus, the danger 
of aspiration of vomitus and of blood can be minimized, 
and significant hemorrhage can be more readily 
diagnosed. Furthermore, it is important in children 
that the number of injections be held to a minimum. 
These little patients are usually greatly upset by the 
trauma of needle-puncture. 

In children atropine sulfate is usually preferred to 
scopolamine hydrobromide, since undesirable reactions 
from atropine are said to be both less frequent and less 
severe. On the other hand, scopolamine is the better 
amnesic, and tends to potentiate sedation. 

As far as the sedative is concerned, one has the 
choice between a barbiturate, chloral hydrate or similar 
agent, and a narcotic. We do not favor morphine in 
small children. The margin of safety of this and related 
drugs in children is rather small, and errors in pre-. 
scription by the medical staff and in administration by 
the nursing staff have been known to occur. Its primary 
indication is for control of pain which is not present 
before tonsillectomy. 
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Barbiturates, when given by the parenteral route, 
are moderately satisfactory, although it is somewhat 
difficult to combine adequate sedation with nondepres- 
sion of the medullary centers. We do not advocate 
barbiturates, or any other drugs for that matter, by 
mouth. The rate of absorption is quite uncertain. We 
have recovered undigested capsules in the vomitus of 
patients regurgitating during induction. Not only has 
the administration of the capsule therefore been in- 
effective, but the possibility of its being aspirated con- 
stitutes a real hazard. Absorption of a capsule per- 
forated at the ends has also been found unpredictable. 

We rely by and large upon one or the other of the 
following techniques: Depending upon age and weight 
of the patient, premedication consisting of rectal bar- 
biturate and atropine subcutaneously is prescribed. 
The patient is visited by the anesthetist who sits down 
by his bedside and attempts to win his confidence. We 
consider this to be a most important step in the prep- 
aration of our patients. Later when the patient is 
brought to the operating room, the anesthetist meets 
him without wearing his mask, and he has another 
brief chat with the child. It will be found that the 
large majority of the children then remain quiet and 
cooperative. If induction of anesthesia is carried out in 
such a manner that the previously established con- 
fidence in the anesthetist is not shattered, there should 
be little difficulty. 

The supervisor of the ‘pediatric floor should notify 
the anesthetist if the child has shown previous signs of 
undue nervousness or outright fright. If this happens, 
a member of the anesthesia department is sent to the 
floor to administer 5 or 10 per cent rectal thiopental in 
a dose of 1 gram for each 50 to 75 lb. of body weight. 
Within 5 to 10 minutes, the little patient will fall 
asleep gently and quietly, but will still react to stimuli. 
The child is then taken to the operating room, and 
induction of anesthesia is begun. With the latter 
method the patient has no recollection of being taken 
to the operating room. Induction is smooth and quiet. 
However, one pays the-price of at least occasionally 
prolonged postoperative sleep, which will necessitate 
closer medical and nursing supervision until the child 
is fully conscious. 


ANESTHETIC MANAGEMENT 


Gentleness in the induction of anesthesia is of the 
utmost importance. The child is asked to lie down, and 
will usually do so, although at times some coaxing will 
be needed. Under no circumstances should the child 
be held down. Ask the child to hold the assistant’s or 
the nurse’s hand; this can easily be converted into a 
restraining hold later if the child should show excessive 
activity during induction. A mask is not applied, but a 
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steady stream of nitrous oxide, or in older children, 
cyclopropane, is allowed to play over the patient’s face. 
This may be accomplished either through the open end 
of the corrugated rubber hose of the anesthesia ma- 
chine, or by means of some toy-like attachment such 
as a “space helmet.” 

When the point has been reached where the child 
closes his eyes, the mask is slowly lowered upon his 
face, and surgical anesthesia proper is induced. This 
may be done either by the open-drop method, using a 
sequence of divinyl or vinyl ethyl ether followed by 
diethyl ether. Induction may also be completed by the 
closed or semiclosed method using cyclopropane or 
nitrous oxide. 

During this entire period of induction the child is 
spoken to continuously in a low, soothing voice by the 
anesthetist. In the majority of cases this technique will 
assure smooth induction. As soon as surgical anesthesia 
is reached, a change-over to diethyl ether is made in the 
usual manner. If rectal thiopental has been given, the 
phase of gravitational nitrous oxide or cyclopropane 
may be omitted, and anesthesia is gradually induced 
with divinyl or ethyl vinyl ether in a manner identical 
to the one described. It must be remembered that 
where rectal thiopental has been used, very much less of 
the anesthetic agent will be required throughout the 
operation to maintain an adequate plane of anesthesia. 

Endotracheal Intubation. The subsequent conduct of 
anesthesia will depend upon whether endotracheal 
anesthesia is being employed or not. This raises a very 
controversial point. We do not routinely intubate chil- 
dren for tonsillectomy, although it would appear at 
first glance that endotracheal intubation would be in- 
dicated in all cases since the operation is within the 
patient’s airway. However, this is not necessarily so. 
There are a number of disadvantages connected with 
endotracheal intubation in children, one of the more 
important being that the smaller the child, the more 
significant will be the thickness of the wall of the tube 
(which decreases the actual lumen of the trachea). This 
may considerably narrow the airway and consequently 
increase the resistance to respiration. 

Some surgeons object to the presence of a tube in 
the mouth; in these cases intubation through the nose 
may be carried out. This has the disadvantage that it 
may cause bleeding when the tube passes enlarged 
adenoidal tissue. Cases are on record in which the 
endotracheal tube actually amputated part of the ade- 
noids. This tissue became lodged within the lumen of 
the endotracheal tube with consequent obstruction to 
respiration. Furthermore an endotracheal tube of even 
smaller diameter must often be used for nasal intuba- 
tion, which further increases the resistance to respira- 
tion. 
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Other disadvantages of the endotracheal tube are 
the possibility of trauma while the tube is passed. the 
slightly longer duration of induction and the slightly 
deeper level of anesthesia that must be maintained. 
Some surgeons are accustomed to hearing the patient 
breathe, which of course they cannot when an endo- 
tracheal tube is in place. There also is a danger of 
cross-infection from unclean tubes. 

On the other hand the undeniable advantages of an 
endotracheal tube are the better control of respiration 
and of the airway and thus better control of depth of 
anesthesia. Because of the better elimination of carbon 
dioxide and the absence of obstruction, there is less 
bleeding to obscure the operative field. Also, an avenue 
for tracheal aspiration will be available at the end of the 
operation. Therefore, the pros and cons of endotracheal 
intubation in children must be carefully weighed. 

In some children the hypertrophy of tonsillar and 
adenoidal tissue is such as markedly to impair respira- 
tory exchange when the child is asleep. In such children 
it may be very difficult to maintain an airway until at 
least one tonsil has been removed. In such cases we 
believe it to be mandatory that an endotracheal tube be 
passed. 

A second major consideration is the speedand ability 
of the operating surgeon. We do not pass an endo- 
tracheal tube if the surgeon is reasonably fast and if he 
has a clear understanding of the importance of an un- 
obstructed airway. This is a surgeon who, while re- 
tracting the tongue, will pay particular attention to the 
maintenance of unobstructed breathing. Where the sur- 
geon is slow, or when he or his assistant pay little or 
no attention to unobstructed breathing and to the 
meticulous aspiration of blood and saliva, it is most 
advisable to intubate. 

Even in those cases in which intubation is not done, 
we have arrived at an understanding with our surgeons 
that a tube may be passed at any stage of the operation 
when its use becomes advisable in the interest of the 
patient. Under no circumstances must these children 
be permitted to become cyanotic. 

It is of the utmost importance that aspiration of 
blood be prevented by continuous suction. Aspiration 
must be assiduously carried out even when an endo- 
tracheal tube is in place, for blood will find its way into 
the respiratory passages past the endotracheal tube. 
This can be proved by the fact that when the tracheo- 
bronchial tree is aspirated after the operation, some 
blood may be obtained in a relatively large number of 
cases. : 

If intubation has not been carried out, anesthesia 1s 
maintained by means of insufflation of diethyl ether 
through a mouth hook. On the whole this is a fairly 
satisfactory method of maintaining anesthesia in small 
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children, although it becomes somewhat more difficult 
to maintain smooth anesthesia as the age of the patient 
increases. From the anesthetist’s point of view the 
Boyle-Davis gag is much to be preferred to other types 
of insufflation techniques (Figure 1). When this instru- 
ment is used, the patient’s head can be placed in hy- 
perextension over the end of the operating table, with 
the surgeon sitting down and facing it. This position 
affords excellent exposure with minimal interference 
with the airway, and allows for more ready drainage of 
blood and secretions away from the larynx and trachea; 
or it may be used while working from the side. 

If an endotracheal tube is in position, anesthesia may 
either be maintained with open-drop ether, using the 
two-tube technique, or the tube may be connected to a 
standard anesthesia machine modified for pediatric 
anesthesia. Any of the customary anesthetic agents may 
be employed by this method. This may be done either 
by using the Ayre T-tube, or by use of a nonrebreath- 
ing system, or by employing a closed to and fro system 
with carbon dioxide absorption. Which of these par- 
ticular methods is chosen may depend on the expe- 
rience of the administrator with one or the other of 
these techniques. 

Ifa nasal tube is in position, it may or may not have 
to be removed before curettage of the adenoids is done. 
Especially in the case of ether, anesthesia should be 
terminated before completion of the operation, so that 
the patient may have recovered some of his protective 
reflexes at the time the operation is finished. This is 
usually a matter of small difficulty where the ordinary 
premedication has been given. However, it is com- 
monly not possible to achieve this end when rectal 
thiopental has been the basal anesthetic. 

During tonsillectomy it is essential to avoid hypoxia 
and hypercarbia. No doubt, these are the main reasons 
for a large number of fatalities associated with this op- 
eration. The patient must be constantly watched; with 
pulse, respiration, color of blood and skin, and blood 
loss being observed. 


POSTOPERATIVE MANAGEMENT 


At the conclusion of the operation, blood and saliva 
are removed by suction and the patient is placed into 
the semiprone position. This safeguards the airway 
and allows drainage of blood and saliva from mouth 
and nose. The patient’s face is thoroughly washed. 
The child is then returned to bed, and again kept 
semiprone without pillows. 

Apart from the usual risks associated with the im- 
mediate post-anesthetic period—that is, vomiting and 
aspiration or mechanical respiratory obstruction— 
these patients must be watched particularly carefully 
for any signs of postoperative bleeding. It is not un- 
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Figure 1. The Boyle-Davis gag in place showing its simplicity and 
the adequacy and ease of exposure of the oral cavity. 


known for these children to swallow large amounts of 
blood without much staining of pillows and sheets. 
Often the first indication of bleeding may be a copious 
hematemesis. If carefully supervised, however, the pre- 
sumptive diagnosis of bleeding may be made by ob- 
serving the pulse rate. This should be taken every five 
minutes for the first half hour, and every 10 to 15 min- 
utes for the next four hours. Any tendency for the 
pulse rate to rise over a number of consecutive read- 
ings should raise the question of occult bleeding. A 
thorough physical examination of the area of operation 
should immediately be carried out by the medical at- 
tendant in order to exclude this possibility. If bleeding 
is present, prompt steps must be taken to control it. 
This phase of tonsillectomy is frequently neglected and 
is therefore a common source of difficulty. Postopera- 
tive sedation is kept to a minimum. In most instances 
none other than verbal sedation is required. 


Tonsillectomy in Adults 


In the adult, the problems of tonsillectomy and the 
management of anesthesia for this operation are greatly 
simplified. These patients are usually admitted to the 
hospital on the day preceding operation and are given 
the customary preoperative physical examination and 
laboratory investigation. They are prepared for opera- 
tion in the routine manner, and thus come to the op- 
erating room in optimal physical condition. Premedica- 
tion is by means of a sedative with the customary addi- 
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tion of a belladonna drug. A barbiturate is particularly 
useful when the operation is to be done under local 
anesthesia. 

There can be no doubt that for the vast majority of 
cases, local anesthesia is the method of choice for adult 
tonsillectomy. This type of anesthesia is most satis- 
factory and is safest if carried out in a thorough manner. 
However, local anesthesia here, as in all other loca- 
tions, has its own inherent dangers. The administrator 
should have a clear understanding of the possible ad- 
verse reactions and their management. All the neces- 
sary equipment and drugs to deal with such untoward 
reactions must be immediately available in the operat- 
ing room. 

Although every effort should be made to persuade a 
patient to undergo tonsillectomy under local anes- 
thesia, there will remain a number of cases in which 
general anesthesia is indicated for one reason or an- 
other. It may be that the operator is unfamiliar with the 
technique of local anesthesia, and that he feels that his 
results would not be adequate to relieve all pain and 
discomfort in his patient. It may be that the patient 
himself desires general anesthesia and cannot be per- 
suaded to remain awake during the operation. He may 
be too nervous an individual, or one who tends to gag 
or vomit on exposure of or contact with the fauces. 
Again, it may be that in his history the patient indi- 
cates one or more previous reactions connected with 
the administration of a local anesthetic. It may be ad- 
visable, under these circumstances to recommend that 
the operation be done under general anesthesia. 

If general anesthesia is decided upon, it should be 
clearly realized that this is a major surgical procedure 
within the patient’s airway and that it is presumably 
going to be a relatively prolonged intervention because 
of the marked fibrosis of the tonsillar tissue. Blood loss 
could be relatively significant. Therefore, and because 
the objections to its use in children do not apply here, 
endotracheal intubation becomes practically manda- 
tory. 

The objections advanced against nasal intubation in 
children are no longer valid in the adult, because of the 
absence, as a rule, of hypertrophied adenoidal tissue. 
Thus nasal intubation is advisable in most cases in 
adults, as the tube descends from the nasopharynx 
along the posterior pharyngeal wall, well removed from 
the operative field. One of the most frequently ad- 
vanced objections to intubation for tonsillectomy, 
namely that the tube interferes with the freedom of sur- 
gical exposure and maneuvers, is thus invalidated. 

Maintenance of anesthesia by means of insufflation of 
ether through a “hook” is for all practical purposes 
inefficient. The presence of blood, saliva and the suc- 
tion tip, as well as the irritating effect of concentrated 
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diethyl ether under light anesthesia may be sufli: ient 
to cause severe laryngeal spasm. Maintenance «! an 
adequate airway is very difficult under these circum- 
stances. This becomes particularly significant since the 
operation is commonly a relatively long one compared 
to tonsillectomy in children. 

The post-anesthetic management of the adult ton- 
sillectomy patient is not much different from the post- 
operative management of any patient who has under- 
gone operations within the airway. Again close atten- 
tion must be paid to the possibility of postoperative 
bleeding. 

Although the adult is less likely to swallow large 
amounts of blood without being aware of it (unless 
very heavy sedation has been given), this is to be dis- 
couraged. Also the adult will withstand a much greater 
absolute blood loss than the child, and this compli- 
cation is therefore not of the same degree of urgency 
and importance. 


Anesthetic Management of Post-Tonsillectomy 
Emergency 


The most significant of these complications is post- 
tonsillectomy bleeding in a child. The child who has 
been allowed to lose a considerable quantity of blood, 
and is therefore in a state of frank or compensated 
shock is a particular problem. Too frequently, it is not 
realized that this is a patient in shock, and merits there- 
fore the same treatment as any other patient in shock 
from blood loss. 

A very serious attempt should be made, both in the 
child and in the adult, to control bleeding without 
general anesthesia. This may be somewhat easier in the 
adult than in the child. It should be realized that many 
of these children are very seriously ill, and are lethargic 
because of shock. Some physical force may be required 
to restrain such children, but general anesthesia is at- 
tended by hazards of such a magnitude that almost any 
effort is justified in order to avoid its use in a patient 
in shock. 

While attempts at hemostasis are being made, blood 
is administered, or plasma volume expanders are given, 
pending cross-matching of blood. A frequent site of 
bleeding is the adenoid bed, and this can often be con- 
trolled by prolonged pressure. This is quite feasible in 
the conscious patient. If, despite all attempts, it is de- 
cided that hemostasis cannot be done without some 
form of general anesthesia or analgesia, a concerted 
effort must first be made to combat the existing shock. 
This is done by intensifying the previously instituted 
parenteral therapy. No definitive procedure should be 
contemplated until blood has become available and the 
pulse rate has begun to subside. 
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As in all cases of shock, such agents as thiopental and 
deep ether anesthesia are absolutely contraindicated. 
It may be adequate to administer nitrous oxide or cy- 
dopropane by the gravitational method in order to 
induce a degree of analgesia that will permit hemos- 
tasis to be completed. Trichlorethylene is an excellent 
general analgesic agent for this purpose. If full general 
anesthesia must be given and that should be required 
very rarely indeed, cyclopropane is probably the agent 
of choice, having been preceded by endotracheal intu- 
bation under topical anesthesia. 

In executing topical anesthesia, great care must be 
taken to avoid the raw tonsillar bed, lest rapid absorp- 
tion precipitate the patient into a reaction which might 
be fatal under the precarious circumstances prevailing. 


It should again be repeated that thiopental is contra- 
indicated, and should be avoided even in small doses for 
induction of anesthesia. Sodium thiopental, like ether, 
is a vasodilator. This tends to augment the existing 
vascular incompetence. Cyclopropane is a peripheral 
vasoconstrictor, and therefore will tend to aid in the 
re-establishment of vasomotor equilibrium. 

Nitrous oxide-oxygen with the addition of traces of 
trichlorethylene may be employed as a second choice. 
However, it should again be emphasized that general 
anesthesia, whatever its kind, should not be used un- 
less its indication is compelling. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Spigelian Hernia 


IGNATIUS REVIEWED the subject of Spigelian hernia, de- 
scribed the symptomatology and clinical findings and 
reported two cases. He stated that the hernias occur 
just lateral to the outer border of the rectus muscle and 
its aponeurosis. Although they may appear at any 
point along this line, they usually occur inferior to the 
umbilicus at the junction of the semilunar line with 
the semicircular fold of Douglas. 

Symptoms have usually been referable to a reducible 
abdominal mass often unaccompanied by any discom- 
fort. Some patients have complained of localized pain 
and tenderness, aggravated by standing or straining, 
and relieved by lying down. Strangulation has not 
been uncommon, and has presented the usual acute 
symptoms of intestinal obstruction. Physical examina- 
tion has often revealed a soft reducible mass in the 
lower abdomen, lateral to the border of the rectus, and 
somewhat below the umbilicus. Since the hernias have 
nearly always been interstitial, presenting beneath an 
intact external oblique aponeurosis, there has been a 
tendency for the hernia to be obscured, or indistinct. 

The author recommended that the hernia be re- 
paired by exposure through a transverse or oblique 
incision over the presenting mass, with division of the 
external oblique aponeurosis in the direction of its 
fibers. After visualizing the hernia, penetrating the 
internal oblique aponeurosis, the ring in the aponeuro- 
Sis Was opened to allow complete dissection of the sac. 
The redundant portion of the latter was excised and 
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the peritoneal defect sutured. The abdominal wall was 
then reconstructed, utilizing the transversus aponeuro- 
sis, fold of Douglas, and transversus fascia as the first 
line of defense, followed by reapproximation of the 
internal and external oblique aponeuroses. 

Two cases were reported, one in a 57-year-old 
woman and one in a 72-year-old woman. The latter 
hernia was strangulated. Both patients made an un- 
eventful recovery.—Am. J. Surg., 90: 388, 1955. 
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AN EDITORIAL in this issue of GP emphasizes the im- 
portance of laboratory diagnosis of poliomyelitis. State 
Health Department laboratories and other designated 
research laboratories are prepared to accept speciinens 
from physicians throughout the nation. In collecting, 
preparing and shipping specimens, the procedures 


described below should be carefully followed. 


Type of Specimen to Be Collected 


Virus Isolation. Materials for isolation must be freshly 
obtained. Feces have been the most productive 
medium, and that obtained from normally passed 
stool, or fecal material collected by glove or swab is 
suitable. Throat washings or swabs, and spinal fluids 
may also yield agents. Since the likelihood of isolating 
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Figure 1. 
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virus is increased by collecting several specimens over 
a period of time, it may be desirable, where circum- 
stances permit, to collect additional specimens sepa- 
rated by 48-hour intervals. 

Serologic Tests. Serum is to be obtained from clot- 
ted blood collected and kept under sterile conditions. 
No preservative need be added. Serum separated from 
clot at source prevents hemolysis which interferes with 
some tests. If it is not possible to separate the serum 
from clotted blood, whole blood can be used. Whole 
blood must be shipped promptly so that it reaches the 
laboratory within 24 to 48 hours after it is collected. 
At least 20 ml. of blood (10 ml. of serum) should be 
collected for serologic examination to permit a multi- 
plicity of tests, confirmation or repetition of tests 
when equivocal results make this necessary. 


Time to Collect Specimens 


Virus Isolation. The time in the course of the 
clinical disease that specimens are collected is of ut- 
most importance. In general, the earlier in the acute 
stage the specimen is taken, the better the chance for 
successful isolation of the virus. Certainly, the speci- 
men should be taken while the patient is still acutely ill 
and febrile. Several serial specimens, each separated by 
a day or more, may improve chances of isolation. 

Serologic Tests. Serum specimens must be paired 
since significance can only be attached to an ap- 
preciable rise in antibody titer. The first sample should 
be collected as early in the illness as possible and the 
second from two to eight weeks after the beginning of 
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convalescence. The best method is to take a series of 
samples: acute, two, four, and eight week convalescent. 


Container for Specimen 


Virus Isolation. Specimens should be placed in bot- 
tles or jars with tight stoppers, or in tubes with rubber 
stoppers, and secured with tape. Unless they can be 
shipped to reach the laboratory within 24 hours of 
the time they are taken, they should be frozen as soon 
as they are collected and kept at a temperature of 
—10°C. or lower. 

Serologic Tests. The type of container must protect 
the serum or blood specimen from loss by breakage as 
well as from contamination and deterioration. Samples 
in test tubes with tight rubber stoppers (reinforced by 
adhesive tape) or leakproof vials are satisfactory. 


Packing and Shipping Specimens 


Virus Isolation. Frozen specimens (i.e., all specimens 
except those which can reach the laboratory within 24 
hours after collection) should be packed in dry ice and 
shipped in an insulated carton by the most rapid 
means available. Unfrozen material need not be shipped 
under refrigeration but should be carefully packed to 
avoid breakage. It is most important that specimens 
which are not frozen reach their destination rapidly, as 
delay reduces the chances of recovery of virus. 

Serologic Tests. Serum samples for serologic tests 
may be shipped without refrigeration in ordinary mail- 
ing containers, adequately protected against spillage 
and breakage. However, these specimens should also 
be sent by the most rapid method. 


Data to Be Supplied with Specimens 


The Polio Surveillance Program—Specimen Ship- 
ment Form (PHS 400.119 (CDC) Ga.), available from 
the state health department laboratory or epidemiology 
service, lists the information desired on each patient 
(Figure 1). Briefly, this requests identity and brief per- 
sonal history of the patient with date of onset, clinical 
impression, antipolio vaccination history, indication of 
contact with similar cases, and type of material col- 
lected, and dates collected. Specimens should be for- 
warded as directed by the state public health labora- 
tory. Results will be reported to the physician. While 
the laboratory tests have been simplified, and the pro- 
cedure shortened substantially, the results may not 
always he of value with respect to a specific patient. In 
some cases they may be of immediate use, and in all 
situations where adequate information is obtained, the 
results will have epidemiologic significance. 
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HERE’S A HELPFUL HINT... 


Routine Post-Nasal Packing 
for Tonsillectomy and Adenoidectomy 


A VERY SIMPLE CHANGE in technique, consisting of the routine 
use of a temporary post-nasal pack, has reduced total oper- 
ative time in tonsillectomy and adenoidectomy without in 
any way compromising on dryness of the tonsillar beds. 
As each tonsil is enucleated, the bed, unless arterial 
bleeding is encountered, is immediately packed with 
several 2x2 sponges secured to a short length of string 
(Figure 1). A #22 French urethral catheter is passed 
through one nostril and picked up from the posterior 
pharynx. Traction on this facilitates use of the adenotome 
and keeps the uvula from becoming entangled (Figure 2). 
A post-nasal pack is tied around the eyelet end of the 
catheter and is pulled into place as soon as the adenoidec- 
tomy is completed, effectively blocking all adenoidal bleed- 
ing and affording a clear field for final examination of each 
tonsillar bed as implanted sponges are removed (Figure 3). 
Any persisting bleeding point is sutured. However, the 
need for suturing is infrequent, as the tonsillar beds are 
usually dry by this time or only slightly oozing, and after 
dusting them with sulfapyridine powder, which has a slight 
caustic as well as antiseptic action, the post-nasal pack is re- 
moved. Any resurgence of bleeding on removal of the pack 
is adenoidal in origin, and is dealt with accordingly. 
Discussion. The use of a routine post-nasal pack is simple 
and takes only a few seconds. It can cause no harm—on the 
contrary, it probably reduces the amount of blood loss 
from the adenoidal area. It is hemostatically more effective 
than a sponge on a clamp, and leaves the field free of in- 
struments.—C. F. Avruaus, M. D., Sunnyvale, California. 
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“Foam Rubber” Techniques 
of Splintage, Compression and Traction 


A combination of foam rubber and an elastic bandage 

offers unique opportunities for splinting. The material affords 
pressure without constriction, traction without skin irritation, 
and immobilization without absolute rigidity. It is ideally suited 
to a number of traumatic conditions and inflammatory disorders 
of the musculoskeletal system. Unlike a plaster cast, 

the foam rubber bandage can be easily removed periodically 

for purposes of physiotherapy or cleanliness. 

It can be combined with splint fixation. 


BY ERNEST H. BETTMANN, M.D. 
White Plains, New York 


Tue Goat of every orthopedic procedure centers 
around the optimal restoration of lost function and 
contour. Since earliest days, the art of strapping and 
splinting in musculoskeletal disorders has been prac- 
ticed and perfected according to the prevailing medi- 
cal standards. The Greek reliefs and the Egyptian vase 
paintings are vivid illustrations of this therapeutic 
principle. The American Indians were adept in the 
art of splinting fractured bones, employing tree bark 
and hides. The skill of the metal workers during the 
Renaissance is reflected in many ornamental and orig- 
inal designs of splints used by the physicians of many 
nations. 

A great change to a more exact and secure immobili- 
zation took place when plaster of Paris was generally 
accepted as a standard material for treating fractures. 
After almost a century has passed, with the ortho- 
pedic experiences of two world wars, and the improve- 
ments made in the past 20 years since the introduction 
of light cast material and plastic splints, it is still the 
prevailing conservative immobilization method. 

While rigid cast correction and maintenance is es- 
sential in all displaced fractures and other orthopedic 
conditions requiring continuous fixation, it becomes 
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uncomfortable and seems unphysiologic when a less 
rigid immobilization is sufficient. Then a more vari- 
able elastic compression offers an advantage of in- 
creasing or diminishing therapeutic pressure and cor- 
rective pull, also allowing for water immersion, clini- 
cal and x-ray control. and direct physiotherapy. 


Principles and Applications 


Following trauma to subcutaneous structures, elas- 
tic compression counteracts and confines increased 
tissue pressure and reduces edema to a minimum. In 
rigid circular cast fixation, even with ample padding, 
the post-traumatic and postoperative edema is often 
influenced little or not at all. This results in increased 
swelling distal to the cast and, when this persists after 
cast removal, it calls for intensive and often prolonged 
and painful aftertreatment. The nonadherent or the 
adhesive elastic bandages, commonly used for sup- 
port and splinting, are often applied too tight or too 
loose to be effective. In order to be effective in changing 
postural or structural deformities, a corrective cast 
has to be tight. It must be wedged or changed fre- 
quently. It often causes skin and tissue damage and 


GP Volume XIV, Number 4 


- 
j 
| 
| 
: i 
| 
= 


ers 


less 
vari- 
f in- 
cor- 
clini- 


elas- 
-ased 
n. In 
ding, 
often 
-ased 
after 
nged 
r the 
sup- 
r too 
ging 
cast 
| fre- 


and 


leaves no possibility for active exercises or regular 
passive manipulations. 

Any soft pressure, not interfering with the circula- 
tion, may reduce the pain of injured tissues. The oldest 
and daily practiced example is the firm hand pressure 
of mother, giving immediate comfort to a painful con- 
tusion of her boy’s head. 

By combining a foam rubber layer with an elastic 
bandage base, a new bandage originated. Its action re- 
sembles a second softly compressing skin. It allows 
for manifold applications of elastic splintage, com- 
pression or correction in a great number of ortho- 
pedic conditions. It is easy and fast to apply or remove. 
Its pressure can be varied to any degree. It is not irri- 
tant, can be immersed in water, and allows application 
of physiotherapy. It adapts itself to every contour and 
can be used many times. If more splintage and sta- 
bility are indicated, x-ray penetrable aluminum 
splints or wire mesh can be added to the foam rubber 
base (Figure 1). 

Foam rubber bandage provides a soothing and sup- 
portive sensation. This is often apparent as a dramatic 
relief in acute contusions and sprains. The bandage is 
also an excellent medium when elastic or balanced 
suspension is needed, as in painful shoulder condi- 
tions. 

The sponge-like, elastic, padding quality of foam 
rubber is useful in cases where corrective pull and 
continuous pressure are needed in combination with 
gentle, painless manipulation. It offers, therefore, new 
therapeutic possibilities in the correction of foot de- 
formities of infants (club feet), in the treatment of 
stiff joints and contracted muscles after trauma, and 
in torticollis, 


Indications and Contraindications 


All musculoskeletal disorders that do not require 
rigid immobilization can be treated by elastic com- 
pression, splintage, traction or suspension. This ex- 
cludes all fractures of long bones with actual or po- 
tential displacement. 

The application of foam rubber serves five purposes: 
(1) compression, (2) traction, (3) compression and 
suspension, (4) compression and immobilization, 
(5) traction and compression. 

For prolonged or emergency traction one may em- 
ploy foam rubber with a nonelastic base and special 
traction bow or adjustable pull sling. 

Foam rubber bandage serves as a better padding 
material under circular casts than felt, cotton or 
sheath wadding. Small foam rubber cuffs at the proxi- 


mal and distal ends of casts prevent rubbing and 
slipping. 
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The application of a foam rubber bandage is the 
same as with an ordinary gauze or Ace bandage, ex- 
cept that greater pressure and pull can be exerted. 
Ordinarily, it is used by covering half of the preceding 
layer in a shingle-like fashion. For more pressure, 
necessary manipulation or traction, thicker and addi- 
tional layers are added. When the bandage is left on 
for days or weeks for continuous immobilization or 
compression, it has to be readjusted for more cor- 
rective pull in deformities (contractures and club feet). 
The skin should be free from inflammatory changes 


Figure 1. Example of simple foam rubber compression bandage as 
applied in knee injuries, effusion, arthritis—and enforcement with 


Alumofoam splint if more stability is needed. 


Figure 2. Example of foam rubber splintage for fracture of the 
base of the second metatarsal—U-shaped splintage with elastic strap- 
ping, allowing weight-bearing without pain. 
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or irritation. To absorb perspiration under the band- 
age, dusting with talcum is advised. After removal of 
the bandage the soft tissues sometimes show inden- 
tations which disappear after massaging or appli- 
cation of moist heat. 

The foam rubber method should not be used in 
complete fractures of the long bones, requiring rigid 
correction and continuous immobilization. It is also 
contraindicated when irritations of the skin and signs 
of inflammation are present and when there is poor 
peripheral circulation. 

Special care has to be taken that the bandage is not 
applied too tightly, causing peripheral edema, dis- 
coloration and skin damage. In order to avoid this, 
the bandage should be loosened or taken off for short 
periods. During these intervals the skin can be cleansed, 
massaged or exposed for physiotherapy. 


Special Considerations 


FRACTURES 


The method has been used satisfactorily in 41 
simple fractures involving long bones (greenstick, 
avulsion, cortical tears), clavicle, ribs, metatarsal or 


Figures 4a and b. Whip lash injury, 18-year-old boy, a few hours 
after accident with severe pain and muscle spasm in the cervical 
spine; immediately relieved after bandaging with foam rubber. 
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a 
‘ 
ae 
H 
ae Figure 3. Foam rubber splintage for painful low back conditions. 


Experience with Treatment of Simple Fractures. 


Alumotoam splint 
Alumofoam splint 

Denver bars or splintage 
Alumofoam splint 
Alumofoom splint 

Followed by wearing 

of low abdominal belt 
Followed by Ace bandage, 
Alumofoam splint 

None 


Figure 5. racture of collar bone treated by foam rubber bandage. 
Removal « fter three weeks, fracture completely healed and painless. 
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metacarpal bones and phalanges. In a general way the 
experiences and results are indicated in Table 1. 

Figure 2 shows a method of treating a not displaced 
metatarsal fracture. 


Low Back PAIN AND Back INJURIES 


The painful back area is painted with tincture of 
benzoin. Four 9 in.-long Alumofoam splints (they can 
be easily cut with strong bandage scissors to the de- 
sired length) are applied to the lumbosacral area, two 
of each, 1% in. apart paravertebrally, and held in 
place with foam rubber bandage 3 in. to 5 in. wide 
(Figure 3). With this firm splintage, enforced by a 
foam rubber bandage, the patient is made immediately 
more comfortable. The splintage can be reapplied or 
reinforced at any time and takes the place of a pre- 
liminary spinal belt. 


Lasu Insuries or Neck 


With the shoulders kept back and the neck straight- 
ened, two 3 in.-wide bandages are used (Figure 4). 
The first bandage, after circling twice around the 
neck, is brought across the right shoulder, descending 
in the back toward the opposite left flank and is 
wrapped once around the waist. The second bandage, 
after circling around the neck, is wound in the same 
fashion across the left shoulder coming to the right 
flank, and is anchored over the first bandage below the 
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; _ Type of frocture Number of cases Time of immobilization Additional fixation ‘ee 
 Clavicle 3 weeks None 
Ribs weeks None 
 Metacerpals 3 weeks 
Fingers 3 weeks 
Fibula 6 weeks “4 
Radius 4 weeks 
Pelvis 5 weeks 
Humerus 3 3-4 weeks a 
Dislocations shoulder, elbow 3 4 weeks 
Various avulsion fractures 4 2-3 weeks None 
Table 1. 
Pe 
, 
= 


Figure 6. Foam rubber shoulder suspension bandage for painful 
shouider. 


Figure 7. Foam rubber correction in cases of mild clubfoot or 
metatarsus varus. 


ribs. If more stabilization is needed, additional layers 
follow the same route. 

No change is necessary for three days. After that 
the bandage can be pulled tighter or left off during a 
period of treatment (nerve block, traction, physio- 
therapy). The bandage is usually kept on for two to 
three weeks, or used as a collar for a longer period. 


FRACTURE OF THE CLAVICLE 


With the shoulder blades kept tightly together and 
the elbow-flexed arms maintaining external rotation, 
a bandage starting below the anterior rib angle at the 
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opposite side of the fracture, runs obliquely upward 
covering the fracture area. After coming back ove: the 
shoulder blades to its starting point, this tour is re- 
peated twice, covering with the following two layers 
the area up to the acromioclavicular junction, ending 
with the last tour across the chest (Figure 5). 

This bandage keeps the fracture sufficiently im- 
mobilized and painless for two to three weeks (es- 
pecially in children). After this time it can be applied 
more snugly for another week. There is no inter- 
ference with x-ray control and physiotherapy. 


PaInFUL CONDITIONS OF THE SHOULDER 


With the patient sitting, having the elbow of the 
involved side flexed and supported by the opposite 
hand, a bandage after circling the midarm twice con- 
tinues across the chest, around the neck, returning 
across the shoulder blade to its beginning. Two more 
tours are added toward the shoulder, around the up- 
per arm, repeating the first chest-neck tour and ending 
over the anterior outer aspect of the outer shoulder 
ridge (Figure 6). For necessary suspension to eliminate 
gravitational pull, a second bandage starting from the 
supraspinatus fossa and running backward to the el- 
bow, comes up on the upper arm. This tour is re- 
peated twice and ends by crossing the chest and back 
below the armpit level to the outer aspect of the upper 
part of the arm. 

With this bandage on for the average time of three 
weeks, physiotherapy can be applied. The suspending 
sling can be removed at an earlier date, when pain and 
muscle spasm have subsided, to allow for early active 
shoulder exercises. Its beneficial effect in relieving 
neuromuscular and tissue tension around the rotator 
cuff and bursa area makes it a standard procedure in 
the treatment of bursitis, in combination with hydro- 
cortisone injection or procaine infiltration. 


C.Lusroot DEFORMITIES 


After x-ray control and skin care (dusting with 
powder) the foot is manipulated gently in the cor- 
rective plane toward equinus—eversion—pronation. 
After obtaining this first stage of the classical clubfoot 
correction, watching out for change of skin color indi- 
cating too much pressure, a foam rubber bandage is 
started at the fifth metatarsal region (Figure 7). It 
circles the forefoot bringing it to optimal abduction 
and pronation on the second tour. With this position 
maintained, further circular tours are made over the 
middle and rearfoot and then brought upward, ending 
below the knee and returning down the inner side of 
the leg toward the base of the big toe joint, ending with 
a stronger pull in the fifth metatarsal region, after 
crossing the foresole. 
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With the bandage properly secured, the mother or 
nurse is shown how to apply further gentle corrective 
pressure and manipulation at every possible oppor- 
tunity. Any swelling or discoloration indicates too 
much corrective pressure. The bandage is checked 
daily and is slightly adjusted toward more abduction, 
pronation, and later, dorsiflexion. It is changed at 
three-day intervals, allowing for care and massage of 
the skin. 

The shortest time for a complete anatomic and 
functional clubfoot correction in a newborn, with the 
treatment starting eight hours after delivery, was 
three months. After this time the fully obtained over- 
correction could be maintained by an Ace bandage 
and a special shoe. 


CorRECTION OF METATARSUS VARUS 


A foam rubber bandage starting over the outer as- 
pect of the forefoot encircles it twice, bringing the 
forefoot into abduction. The bandage layers are wound 
in shingle-like fashion up the lower leg keeping the 
heel portion free. As the bandage is brought down- 
ward again, the last three layers are carried over the 
outer portion of the heel, encircling it from the lateral 
toward the medial direction. This brings the heel into 
supination. The bandage ends over the fifth metatarsal, 
enforcing the initial corrective adduction pull against 
the metatarsus varus. 


The foam rubber bandages and splints used were supplied by 
the Connecticut Bandage Mills, Bridgeport, Conn. 


Mental Health Among the Aged 


DEMORALIZATION and premature senile degeneration are 
public health problems that beg for the type of concen- 
trated attack that has been so successful in the more tra- 
ditional fields of public health endeavor. Mounting evi- 
dence . . . suggests the following as a minimal program for 
improving the mental health picture among our aged: 

A vigorous educational program aimed at maintaining 
the older person in good health. A fracture prevention pro- 
gram should be one of the elements in the campaign. 

Encouraging medical and nursing schools to take a 
deeper interest in the health problems of older people 
and in chronic illness generally. The attitudes of many 
medical students toward the older patient with the un- 
interesting disease are shaped at least in part by their 
mentors. 

Adopting a positive attitude toward the medical and vo- 
cational rehabilitation of the older person. Rehabilitation 
has too often been made a luxury item for the older person 
though it is standard procedure for the young. 

A general attack upon the concept of enforced retirement 
aimed at abolition of age criteria and the development of 
fitness criteria for retirement. 

The development of various forms of sheltered employ- 
ment settings where the individual may be gainfully em- 
ployed but not necessarily on an eight-hour-a-day basis. 

The immediate organization of limited treatment services 
for dealing with the emotional problems of older people. 
In this connection the experience of the Adult Counseling 
Services of New York will be of interest. This is a multi- 
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service interdisciplinary sociomedical service developed 
out of the research program reported here. 

A program to more effectively screen cases heading to- 
ward institutional care, as well as a thorough reexamina- 
tion of the lot of the older so-called custodial cases occupy- 
ing hospital beds. (In a recent study Howard Rusk, M.D., 
found that numerous nonmedical cases have been held in 
chronic disease beds in New York hospitals because the 
occupant simply had nowhere to go.) 

The encouragement of professional schools to give spe- 
cial emphasis to geriatric or gerontologic problems in social 
work, clinical psychology, physiotherapy and occupational 
therapy, and associated professions. 

The establishment of permanent municipal and state- 
wide commissions or committees to assure concentrated 
and imaginative efforts to keep the problems of aging in 
the forefront of public awareness and high in the respect 
of the professional community. ) 

A drive to root out age prejudices among our popula- 
tion. Perhaps this should be our foremost program for it 
is national apathy and unwarranted stereotyping and blind 
prejudices that often govern inaction when older people 
are concerned. 

Mental health among America’s aged is a major public 
health problem and should be so recognized. If public 
health forces can be sufficiently aroused to undertake pro- 
grams aimed at improving the health of this group, the 
overpowering cost in human and economic waste that is 
the present price we pay for our present inadequate pro- 
gram will be materially reduced.—BernarD KUTNER, PH.D., 
and Wuson G. SMiur, M.D., Am. J. Pub. Health, 46:204, 
1956. 
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Aside from rectal and vulvar itching due to demonstrable 
structural or infectious disease, many cases of pruritus ani 
and vulvae are without a known etiology. The symptoms 
may be due to true contact dermatitis. The contact agent 
may be fecal material, urine or vaginal discharge; 


perineal glandular secretions; orally ingested allergens; 
mechanical irritants; local medications, or substances introduced 
through modes of vaginal hygiene. Therapy includes 


extreme cleanliness; prevention of contact with offending agents; 


selected local medications; maintenance of emotional balance 
and, in unresponsive cases, certain local anesthetics 


or surgical denervation. 


The Allergic Aspect of Pruritus Ani and Vulvae 


BY GEORGE L. WALDBOTT, M.D. 


Detroit, Michigan 


PRURITUS MEANS ITCHING. The condition with which we 
are concerned is therefore a symptom, not a disease. A 
variety of diseases may cause this symptom. 


Rectal Itching 


Such rectal diseases (Table 1) as chronic cryptitis, 
fissure, rectal prolapse and perineal tear may give rise 
to more or less intensive itching. Hemorrhoids, rectal 
polyps and fistulae are less commonly responsible for 
itching. The fact that malignant neoplasms of the rec- 
tum occasionally elicit pruritus makes it obligatory to 
do thorough and repeated rectal examinations on each 
patient with this symptom. 

In most of the above-named conditions, a character- 
istic feature suggestive of rectal pathology exists, name- 
ly, a mucoid leak. Itching is also seen occasionally 
after an attack of diarrhea; it may be associated with 
constipation. This particular type of pruritus is usually 
mild and transitory. 

On the other hand, the itching due to parasitic in- 
fections, especially pinworms, is very intense. Pin- 
worms may not be visualized unless a saline enema is 
first given and the fluid inspected in a black receptacle. 

Scabies, pediculosis and fungus infections are also 
sources of itching. One may note lesions with a typical 
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ring formation healing in the center, or the bright red 
succulent appearance of monilia infections that is rem- 
iniscent of syphilitic condylomata. Other fungus le- 
sions are more scaly and show a tendency to licheni- 
fication. 

A fungus infection may be an indication of diabetes, 
since the high sugar content of the blood constitutes a 
favorable soil for fungus growth. Other causes of infec- 
tious lesions are staphylococci and occasionally strep- 
tococci. Psoriasis, which presents sharply demarcated 
lesions that are bright red and glittering, may cause 
severe pruritus. 


Vulvar Itching 


Sources of itching in the vulvar area are tabulated in 
Table 1. By far the most common condition, with the 
most intense itching, is trichomonas infection. This 
condition is associated with a copious, thick vaginal 
discharge. 

Stasis in the vaginal region due to pregnancy, and 
changes incidental to the menopause, such as atrophic 
processes, may be causes of pruritus vulvae. Deficiency 
diseases, especially vitamin A and vitamin B deficien- 
cies, as well as anemia, have also been named as caus- 
ing vulvar itching. 
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Pruritus Ani and Vulvae Proper 


In addition to all these sources of itching in the 
perineal area, there is said to exist a type of pruritus 
without a cause. It is called idiopathic or pruritus ani 
and vulvae proper. In my opinion, this disease is actu- 
ally a true contact dermatitis. 

Like contact dermatitis in other parts of the body, it 
is likely to be protracted and aggravated by secondary 
infection, by secondary contact sensitivity and occa- 
sionally by atopic allergic sensitivity. This contact 
dermatitis however has certain additional features that 
distinguish it from other contact lesions: 

1. There is continuous contamination in this area by 
fecal material through the bowel movement, by fecal 
staining from rectal flatulence, by urine and vaginal 
discharge. Fecal matter contains split products of 
foods, certain enzymes, whole food particles, fatty 
acids, drugs and dyes contained in foodstuffs. In addi- 
tion, an abundance of bacteria and fungi induce con- 
tamination as well as secondary contact sensitivity. 

2. The perineal region contains an extensive system 
of sweat glands that are a part of the sexual gland sys- 
tem. They are very responsive to emotion and sexual 
tension. The sweat has a high content of protein and 
carbohydrates, thus favoring secondary infection. Ex- 
cessive moisture may bring into solution many other- 
wise harmless agents in contact with this area, such as 
dyes and fabrics of garments. 

3. Because of the abundant nerve supply and the 
delicacy of the skin, itching in this area is much more 
severe than in dermatitis elsewhere. Consequently, 
mechanical irritation from scratching, secondary infec- 
tion and systemic effects are more common. 

4. Because of all this, the patient and indeed the 
physician are usually willing to try any medication that 
is offered to them. Unfortunately, many of these ma- 
terials are great sensitizers, especially certain disin- 
fectants, pain-relieving drugs such as the common lo- 
cal anesthetics, and the antihistaminics. They tend to 
overtax the resistance of an already delicate skin to the 
breaking point. 

5. In addition, systemic symptoms such as fatigue, 
insomnia, anxiety and nervous tension constitute a new 
problem. The patient develops a fixation on his ail- 
ment. Any nervous upset occurring in his daily routine 
is reflected in aggravation of his perineal itch. This 
may become so pronounced that it may dominate the 
whole clinical picture. It is an unfortunate mistake to 
consider the breakdown of the patient’s nervous sta- 
bility the cause rather than the effect of the disease. 
Thus, the victims are held responsible for their ailment 
and referred to a psychiatrist. 

In this situation, the skin about the anus is thick- 
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ened and somewhat whitened. It may be dry or moist. 
There are multiple fissures radiating from the anus and 
vagina, and excoriations due to scratching, with more 
or less marked edema. Histologically, the lesions are in 
every respect identical with those of a chronic contact 
dermatitis in other parts of the body complicated by 
secondary factors, especially infection with bacteria 


and fungi. 


Contact Agents 


Around the anus, the primary sources of the contact 
dermatitis are fecal matter, toilet paper, soaps, suppos- 
itories, oral antibiotics, plant oils administered orally, 
many drugs (especially cathartics), hard rubber enema 
nozzles, foods containing oil (especially nuts) and such 
protein-containing foods as fish and spices. Coffee and 
cocoa are also occasionally named as offenders. Sec- 
ondary contact sensitization from nail polish and ciga- 
rette stains on the fingers plays an important part. 

In the vaginal area, four different modes of contact 
with the antigens are possible, namely : through vaginal 


Parasites 


RECTAL 

Rectal Pathology 
Chronic cryptitis, fissures, rectal prolapse, perineal 
tears, hemorrhoids, polyps, fistulae 


Pinworms, scabies, pediculi 
Fungi 
Monilia, trichophyton. epidermophyten 
Bacteria 
Pyogenic bacteria, hemolytic streptococci, 
staphylococci 


VULVAR 
Trichomonas infection 
Chronic cervicitis, cervical erosion, polyps, prolapse 
Glycosuria (diabetes) 
Fungus infections 


OTHER SKIN DISEASES 
Psoriasis, lichen planus, intertrigo “ 


Table 1. 
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Figure 1. Agents that cause dermatitis in connection with vaginal 
hygiene. 


Figure 2. Agents that cause pruritus by external contact. 


hygiene, external contact, indirect contact and through 
urine and vaginal discharge. 

Vaginal Hygiene (Figure 1). Irritants are introduced 
into the vagina through various modes of vaginal hy- 
giene, such as the rubber nozzle of a douche bag, anti- 
concipients, disinfectant tablets, suppositories, rubber 
pessaries and condoms. Absorbent material such as 
cellulose inserted during the menses, solutions like 
phenol, Merthiolate and other disinfectants may be the 
causative factors. If the agent is fluid, the lesions usu- 
ally spread down on both thighs affecting the approxi- 
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mate surfaces. In some instances, wooden, plastic or 
lacquered articles inserted for masturbation may be re- 
sponsible. This type of a contact sensitivity may be su- 
perimposed upon a nonallergic type of pruritus. Sen- 
sitivity to medications inserted or blown into the vagina 
to relieve pruritus which was originally due to tricho- 
monas or other sources should be considered. 

External Contact (Figure 2). Items causing symptoms 
through direct external contact are fabrics and finish- 
ing agents of panties, belts containing nylon, rayon, 
rubber and certain resins. These lesions usually do not 
extend inside into the vagina. They are confined to 
the major labia, the folds of the inguinal area and the 
mons pubis, especially where friction and perspiration 
occur. Toilet tissue, especially if it contains dyes, causes 
lesions in the perineal area. Scented powders, deodor- 
ants, perfumes and soaps induce irritations in the in- 
guinal folds. Finishing materiais present on sanitary 
napkins may cause irritations on friction on the thighs. 
I have seen a number of instances of severe and chronic 
pruritus from disinfectants employed during vaginal 
operations or childbirth. These lesions have a definite 
pattern. They are usually very sharply demarcated 
and are evenly distributed. 

Indirect Contact (Figure 3). Other agents are trans- 
mitted indirectly to this area by the fingers, especially 
nail polish, nail polish remover and tobacco stains. We 
frequently find lesions through secondary contact from 
areas elsewhere, such as from poison ivy, nose and eye 
drops, hand cream, hair-setting fluids and therapeutic 
ointments that were applied to other parts of the body 
and transmitted to the perineal area by the fingers. 

Urine and Vaginal Discharge. Some contact irritants 
are transmitted through the urine and perhaps through 
the vaginal discharge. In this instance, the focus of 
irritation is localized in the posterior aspect of the 
vulva and in the upper parts of the thighs where the 
urine and vaginal secretion run down. The area of the 
clitoris is usually free. Drugs transmitted through the 
urine are sulfa drugs, phenolphthalein, penicillin, 
certain dyes and other antibiotics. 

If the patient has an allergic background, the pruritus 
may be protracted by ingested foods, inhaled antigens, 
or sensitivity to drugs. Such sensitivity may prevent 
healing. Skin tests and desensitization, as well as food 
elimination, may have to be resorted to. I have en- 
countered cases of pruritus ani which became worse 
with the onset of the pollen season. Sensitivity to split 
products of foods must also be considered. 


Therapy 


The treatment of pruritus ani and vulvae necessarily 
includes a careful diagnosis as well as proper care for 
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the underlying disease causing pruritus. (Table 2). 
For the socalled intractable or idiopathic type, a defin- 
ite routine should be followed, namely: 

], Extreme cleanliness 

2. Prevention of contact with offensive agents 

3. Routine local measures 

4, General measures 
5. Surgical measures 


CLEANLINESS 


Intractable pruritus ani and vulvae can be completely 
relieved by meticulous cleanliness. At no time should 
fecal matter or vaginal discharge remain on the skin. 

The anal area should be washed with clear tap water 
after each bowel movement. The skin should then be 
carefully dried with cotton or a clean towel. This pro- 
cedure must be repeated during the day on one or two 
occasions in order to avoid accumulation of feces 
around the rectum from flatulence. Hairy individuals 
may benefit from shaving the anal region with a dry 
razor. 


PREVENTION OF CONTACT WITH OFFENSIVE AGENTS Figure 3. Agents that cause pruritus by indirect contact or by urine 
or vaginal discharge. 
Paradoxically, the two most habitual aids in main- 


taining cleanliness in the anal area, soaps and toilet _ cleaned off. Even contact of very short duration with 
tissue should be strictly avoided. Sulfites and other soap tends to increase the patient’s discomfort and 
constituents of tissue paper, as well as irritation from _ produces extensive itching for days. 
the friction of the paper on the sensitive area, aggravate Some recommend the use of starch or other dusting 
the lesions. powders, but since starch constitutes a good medium 
If soaps are used, they accumulate in the anal folds —_ for growth of fungi, it should be avoided. Dusting 
during a bath or shower and may not be thoroughly —_ powders, no matter how carefully selected, may be 
irritating and should therefore be used with discretion. 
All other agents named above which may give rise to 
irritation, especially tobacco stains on fingers and 


fingernail polish, should be avoided. 
MEasuRES 


Only a few local measures deserve recommendation, 


namely: one grain tablets of potassium permanganate 
Inspection for other pathology ! in the bathtub; compresses for lesions that are very 


for parasites acute ; application of 1 to 3 per cent gentian violet as a 
disinfectant; and a 1 per cent silver nitrate solution for 
B Pa 4 touching up the fissures that form when the lesions 
Biopsy and smear. uP ° 
vey of begin to dry up and heal. I avoid ointments of any 
Diagnostic enema for pinworms. kind, especially antihistaminits, analgesics or anti- 
BS Smear for fungi and bacteria. biotics. 
Hydrocortisone ointment is an exception. If applied 
| Patch test ; during the drying phase of the lesion, it may inaugu- 
a rate healing. The condition will of course recur if the 
intradermal skin tests. 


causes are not detected and eliminated. 


GENERAL MEASURES 


An important task is the re-establishment of the pa- 
tient’s emotional balance which is under continuous 
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strain because of persistent itching. Some employ large 
doses of vitamin B and others attempt to control in- 
somnia with sedatives. However, proper encourage- 
ment and adjustments of the patient’s problems are 
more essential than extensive drug therapy. 

In severe cases, hospitalization is indicated in order 
to produce a temporary change in the patient’s sur- 
roundings. 

Cortisone preparations by mouth and ACTH therapy 
are of great value in the control of pruritus. The only 
drawback to this treatment is the fact that many give 
up searching for the cause when the patient improves 
promptly, as is usually the case. This leads to recur- 
rences after the medication is stopped. 


SURGERY 


Various other procedures including surgery have 
been advised. These include injections of oil-soluble 
anesthetics, of 40 per cent alcohol, of 0.5 per cent 
Nupercaine in almond oil, x-ray treatment, and under- 
cutting of anal and perianal skin in order to section the 
sensory nerve distribution and thus produce anesthesia, 
Some of these procedures may be justified in an 
exceptional case where other therapy fails. 

Pruritus ani and vulvae constitutes one of the most 
difficult problems to the physician. Its solution requires 
good judgment, much patience and close cooperation 
on the part of the physician and patient. 


Physiologic Requirements for Iron 


SINCE IRON already present in the body is utilized over and 
over again, the amount of iron used daily for hemoglobin 
formation (26 to 27 milligrams) is far in excess of the actual 
daily requirement for iron in the diet. This requirement 
represents only that iron which is lost to the body through 
excretory channels. Naturally, any iron lost through acute 
or chronic bleeding will greatly increase the requirement. 
Barring blood loss, the normal human male excretes about 
1.2 milligrams of iron per day. Normal women lose an 
average of | milligram per day in the menses and hence have 
nearly double the daily iron requirement of men. During 
pregnancy the loss through menstruation no longer exists, 
but an average of 2.7 milligrams of iron per day is supplied 
to the fetus, making a total daily loss to the mother of 3.8 
milligrams per day. 


MORMAL DAILY TRON REGUIREMENTS 


0.6 mg. 


Since infants, children, and adolescents are expanding 
their blood volume and tissue by growth, their iron re- 
quirements are much greater than those indicated by the 
small amounts lost by excretory routes. The increment re- 
quired for growth in the first 20 years of life amounts to 0.3 
to 0.6 milligram per day. As the result of a careful study of 
iron losses and requirements and multiplication by a factor 
of 10 to allow for the relatively low absorption of food iron, 
the following dietary allowances for iron have been recom- 
mended: infants, 1 milligram per kilogram of body weight; 
children, 0.6 milligram per kilogram of body weight; nor- 
mal adult men, 10 milligrams; normal adult women, 12 
milligrams; pregnant women, 15 to 20 milligrams. These 
are conservative estimates and must be increased consider- 
ably if there is evidence of blood loss or of conditions that 
impair the absorption of ingested iron.—C ark J. GUBLER, 
Science, 123 :87, 1956. 
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This is the third in a series of five articles relating to 
problems of brain damage in children. : 


THE NEUROANATOMIST sTuDIES the problem of brain 
injury by observation of the clinical behavior of adult 
patients with presumably discrete lesions in specific 
areas of the brain. Such studies have been the classical 
mode of approach to the exploration of the “neuro- 
anatomical site” of psychologic capacities. This ap- 
proach, however, overlooks the interrelation of func- 
tion—the fact that the brain functions as a whole. 
Clinically, there is no simple one-to-one correspond- 
ence between tissue loss and behavior pathology. It 
becomes necessary to re-examine our notions of the 
relationship between structure and function. 

In a dynamic approach, the patient is seen as an 
entity with biologic, psychologic and social roots to 
his behavior, not one of which is less important than 
the others. The outcome of brain injury can be ex- 
pected to reflect factors operating at each of these lev- 
els. First of all, we see the effects of structural damage 
on brain function per se. Secondly, we observe how 
the patient reacts as a person to his functional loss. 
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A, mr Alt The brain is extraordinarily complex. Damage to its structure 
mew results in much more than altered neurophysiology— 
SS P\ \n+4 it lowers a child’s capacity to deal with his environment. 

\ The patient's behavior cannot be evaluated properly 


and an understanding of the roots of behavior. 


Dynamic Considerations Underlying 
the Management of the Brain-Damaged Child 


BY LEON EISENBERG, M.D. 


Harriet Lane Home for Children, Johns Hopkins Hospital 
Baltimore, Maryland 


Cx f= : lan without psychiatric study and a complete understanding 
d a .\. of his environment and its influence on his adjustment. 
. a a Adequate treatment thus depends on a broad view of the problem 


Thirdly, we note the way in which the patient’s social 
environment influences the adequacy of his adjust- 
ment. The degree of disturbance will be a result of 
the interaction of all three factors. Seen in this light, 
the clinically observed lack of correlation between 
amount of brain damage and amount of disorder in 
behavior is not surprising. 


The Clinical Problem 
The clinical features exhibited by brain-damaged 


children vary greatly from case to case, depending upon | 


the amount of damage, the location of the damage, and, 
to some extent, the type of damage. The symptoms 
are not pathognomonic, and may be seen in other dis- 
orders. But they occur with sufficient frequency after 
brain injury that their appearance in clusters justifies 
the thought that they are related to organic damage. 
This essay is concerned with general features of the 
brain-damaged child rather than with the more spe- 
cific syndromes observed in particular clinical entities. 

An outstanding characteristic is hyperkinesis. These 
children are typically described as constantly in mo- 
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tion. In a classroom, they cannot sit still; they walk the 
aisles, annoy others, fidget and become a general nui- 
sance. Kahn and Cohen have characterized this behavior 
as “organic drivenness” which they ascribe to “‘a sur- 
plus of inner impulsions.” 

In the sensory sphere, a parallel disorder is evi- 
denced by short attention span and marked distractibility. 
Every sensory stimulus seems to demand attention 
with the consequence that the child cannot stick with 
any one task to its completion. He behaves much like 
a dray horse with his blinders removed in city traflic. 
Under such circumstances, learning becomes almost 
impossible. 

A third feature frequently present is lability of mood. 
The child is more readily frustrated and reacts with 
outbursts of rage. Mercurial mood changes, often 
without apparent provocation, may be noted, as if 
more “primitive” centers were discharging spon- 
taneously. 

Antisocial behavior may be a prominent feature in 
the form of lying, stealing, truancy and sexual offenses. 
The lack of adequate motivation for such behavior, its 
sudden appearance and disappearance, and its lack of 
relation to the remainder of the child’s personality, re- 
sembles the episodes of complex dissociated behavior 
exhibited in psychomotor epilepsy. 

A fifth feature is intellectual deficit, usually patchy in 
distribution as opposed to the generalized depression of 
function seen in “garden-variety” mental deficiency. 
Abstract tasks are far more difficult for these children 
than concrete ones. They exhibit perseverance, obses- 
siveness, and a marked difficulty in discriminating 
figure from ground. 

A sixth and final common symptom is marked anxiety 
that may be catastrophic in its proportions. Situations 
that are unfamiliar, tasks that are beyond the child’s 
ability, the exhibition of coldness or hostility toward 
him produce acute discomfort and marked lowering of 
adaptive abilities. 

Our task is to attempt to account for these clinical 
manifestations in terms of our present knowledge of 
physiologic, psychologic and social principles. 


Neurophysiologic Considerations 


INTEGRATION 


A fundamental principle of brain function is the 
concept that the brain is an integrated structure, the 
proper functioning of each of its parts dependent upon 
the proper working of all the others. Experimental 
evidence indicates, for instance, that mere isolation 
(without damage) ofa particular cortical area will result 
in bursts of electrical activity resembling those seen in 
focal cortical seizures. It is necessary to keep in mind 
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the subordination of functional areas to total in‘egra- 
tion, if we are to understand brain function. The brain 
is not, as was once suggested, merely a telephone 
switching center. Ifa particular area is destroyed, the 
remaining structures are reorganized into new rela- 
tionships. 

Embryologic study confirms this concept. The or- 
ganism responds as a whole from the first. As develop- 
ment proceeds, more selective and appropriate re- 
sponses to specific stimuli are separated out of the gross 
total reaction. The reverse process is associated with 
tissue destruction. More primitive reactions, attempt- 
ing to serve the same “purpose,” though less ade- 
quately so, appear. This is what Goldstein refers to as 
and Hughlings Jackson as “dis. 
solution of function.” 

Furthermore, sensory patterns are recognized as 
conceptually equivalent, regardless of the anatomic field 
to which they project. We still discern the “squareness” 
of a square, whether it be light or dark, large or small, 
central or peripheral in the visual field. In a similar 
fashion, motor behavior is organized, not in terms of 
muscles, but of actions. Paralvsis of a muscle will be 
followed by an effort, more or less successful, to bring 
about the same movement by making use of available 
alternates. The neural organization of behavior is 
clearly in terms of organismic purpose. This accounts 
both for the relative adequacy of function after lesions 
in subordinate centers and the marked loss after 
damage to the higher integrative mechanism. 


INHIBITION 


A second fundamental consideration is the vital role 
of inhibition in central nervous system function. The 
stretch reflex, simplest of the reflex pathways, involving 
only two neurons, exhibits inhibition of antagonists 
simultaneous with the excitation of agonists. A noxious 
stimulus that excites withdrawal (the flexor reflex) 
causes total cessation of extensor activity as if the 
motor nerve to the extensor muscles had been cut. 
Ascending successively higher levels (phylogeneticalh 
more recent) through the brain stem, the “suppressor 
strips” of the cortex, and the “centrencephalic area,” 
one finds inhibition as a central factor. Stimulation of 
the last-mentioned area results in a cessation of on- 
going activity, resembling an attack of petit mal. 

When we attend to a task, the prerequisite for 
learning, there occurs, first of all, a background sub- 
threshold excitation that sensitizes the appropriate 
receptor areas. Simultaneously, there is a decrease 
the input to indifferent areas. For example, when ve 
strain to hear a faint sound, we become more alert 
auditory, and less alert to other sensations. The de- 
creased awareness may be “passive” (withdrawal ¢ 
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interest) or “active” (actual inhibition). The latter can 
be illustrated by the common act of putting out of 
mind an unwelcome thought. This is where the brain- 
injured subject is in difficulty. He seems unable to 
focus on one stimulus by excluding others. This is clini- 
cally demonstrated in the inability of the brain-injured 
to make figure-ground discriminations. 

In parallel fashion, hyperkinesis can be understood 
asa result of the inability to inhibit or delay upsurging 
inner impulses. It js in the interval between a need and 
its satisfaction that higher human behavior appears. 
Brain-injured children seem unable to postpone present 
satisfaction for future gain. Their behavior is more 
“primitive” and becomes a perplexing problem in 
social management. 

Learning is as dependent upon inhibition as it is 
upon facilitation, though this fact is not generally 
recognized. If a dog is conditioned to salivate to a bell, 
and then a bell of a given frequency is reinforced by 
food while a second bell of different frequency is not, 
the dog will no longer salivate in response to the 
second bell. 

A general response has become a specific one by 
inhibiting all responses other than the appropriate 
one. Recent experiments have demonstrated a state of 
cortical inhibition during conditional discrimination 
in man. 

This is a specific example of the general problem of 
distinguishing identity from similarity. Brain-injured 
children often fail to see general regularities while they 
regard articles as similar on the basis of common but 
irrelevant detail. Indeed, it has been shown that brain- 
damaged patients (adults in this investigation) are 
unable to learn conditional responses that are promptly 


learned by normal subjects. 


TRANSMISSION CAPACITY 


An additional general feature of damage to the brain 
is the “‘mass-action” effect of tissue loss. The volume 
of tissue lost, once it exceeds a certain minimum, tends 
to be a determinant of the final effect, almost without 
regard to its distribution. This appears to follow from 
the fact that most nervous pathways are common 
transmission paths for impulses stemming from many 
different points of origin. Normally, the number of 
paths is comfortably in excess of the load placed on 
them. But if their number is reduced by a pathologic 
process, then there will be a probability that impulses 
seeking to employ them will find them occupied and 
will fail to be transmitted. This is a common problem 
in communications systems that break down if avail- 
able channels are restricted in the face of maximal 
loading. This may explain why the brain-damaged sub- 
ect cannot carry out multiple tasks at the same time 
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and why he functions better if all extraneous stimuli 
are eliminated. 

In addition to these general factors (integration, 
inhibition, transmission capacity), there are several 
central systems that require to be considered: those 
underlying alertness, emotional responses, and intel- 
lectual functioning. 


ALERTNESS 


Magoun and his coworkers have described an acti- 
vating system in the reticular formation, which under- 
lies the maintenance of the waking state. By stimulating 
this area, the experimenter can arouse a sleeping 
animal as the EEG changes from sleeping to waking 
patterns. If we section the sensory pathways at the 
tegmental level (after they have given off collaterals to 
the activating system), the animal will be awakened by 
peripheral stimulation, though he has no cortical 
awareness of the stimulus applied. Conversely, damage 
to this mechanism produces somnolence and akinetic 
states. The activating mechanism is, at the same time, 
under cortical direction; this is obviously so, since we 
can induce or retard sleep and wakefulness by our 
volition. Thus, consciousness depends upon a recip- 
rocal relation between cortex and brain stem. Lesions 
in this mechanism appear to be implicated in the 
clinical disturbances of vigilance, alertness and “‘set” 
so often observed in brain-damaged patients. 


EMOTIONAL RESPONSES 


The neural basis for emotional responses has been 
extensively investigated. Stimulation of the hypothal- 
amus produces “sham rage” (i.e., behavioral concomi- 
tants in the absence of motivation, persistence or 
ability to be conditioned). The hypothalamus is a 
coordinator of emotional expression, not the director 
of it. A higher level in the same series is the “‘visceral”’ 
or “limbic” brain. Lesions in this circuit have been 
shown to produce changes in levels of motor activity, 
sexual behavior and wildness. Once again, we are 
dealing with a governor of somatic expression, still 
subordinate to higher control. Physiologic emotions are 
dependent upon the cortex, which analyzes and gives 
meaning to the subtle implications of external events. 
The pathologic emotional states found in brain- 
damaged children suggest damage to cortical-sub- 
cortical circuits. 


INTELLECTUAL FUNCTIONING 


The intellectual deficits associated with brain damage 
are commonly ascribed to frontal lobe injury, but 
studies of patients with known frontal lesions fail to 
verify this notion. It appears that the integrity of the 
entire cortex is involved in intellectual activity. Spe- 
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cific effects exist, but complex functions tend to be 
impaired by damage anywhere in the neocortex. 
Perhaps the most adequate statement of the current 
viewpoint is Harlow’s: “Although no specific intel- 
lectual function is localized in any single cortical area, 
the different cortical areas play markedly unequal roles 
in the mediation of our diverse intellectual processes.” 

The intellectual deterioration resulting from brain 
damage is thus to be understood as a consequence both 
of ‘“‘specific” effects (aphasias, agnosias, scotomata, 
etc.) and of loss of “general functions” (as manifested 
by poor integration of behavior). 

So far, 1 have stressed the maladaptive behavior re- 
sulting from damage to the cortical analyzer that medi- 
ates between the child and his world. But the psycho- 
somatic highway is a two-way street. Effects are no less 
forceful in the opposite direction. Disorder in the 
social setting to which the child endeavors to adapt 
will induce disorder in behavior and its neurophysio- 
logic substrate. 

This can readily be shown in experimental animals. 
The animal is repeatedly exposed to a situation from 
which he cannot escape and to which he cannot adapt, 
either because the events in it do not follow regular 
sequences or because the cues for responses are be- 
yond his capacity to distinguish. His behavior will be- 
come more and more deviant. He may huddle in a 
corner, assume frozen “‘catatonic”’ postures, run about 
wildly, tremble or refuse food. Associated are tachy- 
cardia, tachypnea, gastrointestinal hypermotility and 
other visceral changes. Here we may observe, in an 
animal with an initially intact central nervous system 
but exposed to environmental disorder, disturbances 
in behavior no less profound than those produced by 
lesions in the central nervous system. This principle 
which has been experimentally demonstrated in lower 
animals applies with even greater force in man whose 
human qualities are social products. Brain injury lowers 
the organism’s capacity to deal with his environment. 
Hence, the brain-injured child is that much more at 
the mercy of pathologic psychosocial influences. 


Psychosocial Factors 


Thus, knowledge of the relation between nervous 
structure and function, however useful it may be, can- 
not suffice for an understanding of the problems of 
the brain-damaged child. Tissue destruction imposes 
limits that function cannot transcend, but the degree to 
which the patient realizes his remaining potential will 
depend upon the ways in which he is influenced by 
his environment, including the adequacy of the treat- 
ment available to him. It cannot be too strongly stressed 
that evaluation of the patient’s behavior is impossible 
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without psychiatric study of the setting in which it 
occurs and the meaning of that setting to the patient, 

Precisely because of his handicap, the brain-damaged 
child is in need of emotional support, above and be. 
yond the requirements normal for his age. Unlike the 
brain-injured adult, who may compensate in part by 
drawing upon previously developed skills and who may 
seek out an environment that puts minimal stress on 
his inadequacies, the child has no such choice. He in- 
evitably regresses to a lower functional level; yet he 
may be expected to face a school situation that makes 
no allowance for, and is unable to comprehend, his 
difficulties. His behavior, impulsive, demanding, often 
antisocial, is particularly apt to provoke rejection. Its 
very liability and unpredictability make it more diff- 
cult to accept, for the fact that he does so well one day 
and is so difficult another, leads to the feeling that “he 
could do better if he would.” An impatient attitude 
and unjustified blame by the teacher increase the 
child’s anxiety, and result both in more disturbed be- 
havior and in less ability to learn. Unless therapeutic 
intervention occurs, this self-perpetuating cycle is 
likely to end only with expulsion from school or per- 
sistent truancy. 


_ PARENTAL ATTITUDES 


The important role of social factors in governing the 
manifest behavior of the brain-damaged child is no- 
where more clearly evident than at home. The same 
youngster who is a holy terror in an unsympathetic, 
rigid and rejecting home may be transmuted into a 
friendly and reasonably competent one in a warm, sup- 
portive foster home or residential school. In other 
cases, the feelings induced in parents by their child’s 
affliction may lead to smothering overprotectiveness. 
The child learns little or no self-sufficiency, because 
things are done for him before he has a chance to try 
them on his own. His parents are unable to exert 
effective and consistent discipline. This, coupled with 
the organically induced difficulty in establishing in- 
ternal controls, keeps the patient perpetually infantil- 
ized and prone to temper tantrums, behavior that may 
be mistakenly regarded as intrinsic to his disease. 

Parental attitudes will help determine the child’s 
own attitude toward his illness. The extent and severity 
of the problems he faces require that a high level of 
motivation be sustained if treatment is to achieve its 
full goals. Yet one sees children, whose organic handi- 
cap is not too great, but who are crushed and de- 
feated by parental perfectionism and who feel that 
nothing can help them. With such children, the pr- 
mary task of therapy is to win them over into a rela- 
tionship of trust and beginning hopefulness, for it 18 
only then that they are willing to try. The child who 
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is strong enough to rebel may release his resentment 
against unreasonable expectations in antisocial chan- 
nels; his surface bravado is accompanied by a cynical 
and fatalistic outlook toward the future. Other children 
may wallow in self-pity, encouraged by an attitude at 
home that continually curses the fate that selected 
them as its victims. In all these situations, environ- 
mental pathology becomes the crucial determinant of 
the disturbances in behavior. 


Diagnosis 


From these considerations it should be evident that : 


a knowledge of the neuro- and psychodynamics of 
brain damage in children carries important conse- 
quences for treatment. It becomes, therefore, all the 
more important that the clinician be sensitive to the 
diagnosis. An unfortunate and somewhat unavoidable 
consequence of the rapid expansion of interest in 
psychogenic behavior disorders is a growing tendency 
to ascribe all difficult behavior to purely psychologic 
factors, often even in the presence of unequivocal evi- 
dence of brain injury. Children with cerebral palsy, 


post-encephalitic and post-meningitic states, lead en-, 


cephalopathy and even brain tumors have been ap- 
pearing at our clinic in increasing numbers with the 
label “emotional block” pinned to them by previous 
examiners. Differential diagnosis is no mere academic 
issue; the successful resolution of the problem—and in 
some cases the preservation of the patient’s life—de- 
pend on diagnostic accuracy. 

The diagnosis is suggested, in the first instance, by a 
history of behavior that exhibits the characteristics as- 
sociated with brain damage. In a high percentage of 
such cases, the taking of a detailed past medical history 
will reveal the presence of etiologic factors. Neurologic 
examination is likely to uncover confirmatory signs 
precisely in proportion to its detail and refinement. 
It cannot consist merely of a cursory survey of reflexes 
but must assess complex motor and sensory activity. 
Marked “scatter” on standard intelligence tests sug- 
gests an organic pattern. However, as Strauss and 
Lehtinen point out, ‘with few exceptions there does 
not exist at this moment a pattern or type of response 
characteristic and specific for the brain-injured child 
on standardized tests of intelligence, academic achieve- 
ment, or visuomotor performance.” They must be 
supplemented by special psychologic tests of abstractive 
and synthetic abilities. In addition, Rorschach re- 
sponses may reveal signs of organicity. The EEG, 
though usually nonspecific for etiology, may give de- 
finite evidence of intracranial disease. In special cases, 


pneun:oencephalography or arteriography may be in- 
dicatec!. 
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There is obviously a spectrum of cases that extends 
from those of unquestionable organic etiology to those 
in which final evaluation must rest upon clinical judg- 
ment. But, in all cases, the initial survey must include 
a thorough-going evaluation of psychodynamic factors 
in the family unit. These are not only of importance 
in assessing the causes of behavior, but may actually 
be the decisive factors in determining outcome. We 
wish not only to interrupt pathologic trends that may 
interfere with therapeutic efforts, but also to capitalize 
upon healthy features of family life that may facilitate 
our efforts. 


Principles of Treatment 


With the theoretical considerations previously out- 
lined as a basis, we might now appropriately turn to 
the general principles of treatment. (The physician’s 
ultimate concern is not with purely contemplative 
knowledge, but rather with an amelioration of the pa- 
tient’s lot in life.) 

If we bear in mind the first fundamental notion— 
that the organism functions as a totality—it should 
follow that particular aspects of treatment must always 
be seen in the perspective of over-all function. On the 
motor level, this implies that training should be or- 
ganized and presented in terms of meaningful tasks. 
For example, the same patient who cannot move his 
triceps on request may be able to employ this muscle 
in the act of reaching for a toy or candy. Similarly, an 
intellectual task that can be related to the child’s 
everyday world is more likely to be attempted than 
one that he sees as an academic exercise. Furthermore, 
as Goldstein has stressed, the subjective experience of 
failure or success will have an important bearing on 
performance. The anxiety evoked by a difficult task 
may generalize into panic which renders impossible the 
solution of problems easily within the patient’s grasp. 
A well-regulated, familiar classreom and ordered ac- 
tivities will help minimize extrinsic anxiety. 

Most important of all, to quote Strauss and Lehtinen, 
“the relation of the teacher to the brain-injured child 
is of the greatest influence on the child’s behavior and 
on success in retraining.” The teacher must have an 
intimate knowledge of the particular psychologic set 
of each patient so that he may choose tasks that will 
cause the patient to do what he has not done before— 
and yet tasks that will not overburden his capacities. 


DISCIPLINE 


The disability in inhibitory function implies a need 
to supply controls from without. A routine ordered 
existence and consistent discipline are primary virtues. 
It cannot be expected of the child that he will be able 
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to constrain his impulsiveness, at least at first, for more 
than brief periods. Therefore, sustained concentration 
should be demanded for only brief but gradually ex- 
tended intervals. The social pressure exerted by ac- 
tivities in small groups enhances the child’s control of 
his behavior. It should be noted that this recommenda- 
tion for firm and consistent discipline in organic be- 
havior disorders runs contrary to the usual approach 
in psychogenic problems. We have seen a number of 
dismaying examples of brain-injured children, mis- 
diagnosed as “emotional block,” whose parents were 
“advised” to be permissive, with disastrous conse- 
quences for the child and for the family. ; 

Both the inhibitory dysfunction and the reduction 
in the number of available channels for impulse trans- 
mission have as their therapeutic corollary the prin- 
ciple that the number of stimuli presented to the 
patient at any one time should be restricted. Extraneous 
and distracting influences should be reduced by: sub- 
duing classroom decorations and even the teacher’s 
clothing. Furthermore, the more successful we can be, 
through psychotherapy, in ridding the patient of emo- 
tional preoccupations that stem from feelings of inade- 
quacy, a sense of rejection, and so on, the more of his 
nervous’ structure and energy will be available for 
growth and learning. 


Drucs 


The fluctuations in vigilance and alertness that 
characterize the brain-injured are, of course, also re- 
sponsive to general feelings of comfort and security. 
But there is some evidence that they can be modified 
by pharmacologic therapy. The well-known paradoxical 
responsiveness of such children to sedative and stimu- 
lant drugs requires a careful search for the proper 
agent in each case. Recent experience with Rauwolfia 
preparations suggests that they may play a useful role. 
But, whatever the agents of choice, the judicious use 
of drugs is an important part of the treatment program. 

The emotional disorders, whether or not they have 


organic reots, also have psychogenic ones, and atten- 
tion to the family setting and the emotional atmosphere 
of the classroom can often produce marked changes in 
behavior patterns. Particularly in those instances that 
suggest a discharging focus at a subcortical level, 
pharmacotherapy should be employed. But even in 
these cases, since we are usually correct if we assume 
that the connection to the cortexis not entirely severed, 
the same principles that guide normal development in 
other children will be applicable here, except that 
greater re-enforcement will be necessary. The wanted 
child, supported through his difficult moments, and 
exposed to as little unnecessary frustration as possible, 
will exhibit a minimum of outbursts. 


UNDERSTANDING AND ACCEPTANCE 


With regard to the intellectual limitations of the 
child, the primary requirement is assessment of his 
potential, and adjustment of our expectations for him 
to reasonable levels. This requires the combined 
understanding of the physician, the teacher and, above 
all, the parents. The educational program must be 
designed to meet the conceptual difficulties of brain- 
injured children. 

If any one point in treatment should be stressed, it 
is the need for acceptance of the brain-injured child. 
He needs more, and not less, love, because of his illness. 
The task for his parents is not an easy one. They may 
have to give up fond hopes that were realizable before 
the child’s affliction occurred. They need help in deal- 
ing with the feelings aroused in them by his disease 
and his behavior. A well-designed program of treat- 
ment requires that a good deal of effort be directed at 
the parents, who need support—yes, and acceptance, 
no less than the child. Parent groups with the oppor- 
tunity for ventilation, mutual support and self-help 
are an extremely useful part of the therapy of the brain- 
injured child. 

An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


Otosclerotic Deafness 


THE ULTIMATE GOAL of any treatment for otosclerotic deaf- 
ness is the restoration of normal hearing in both ears. 
Mobilization of the fixed stapes is capable of achieving this 
goal where there is as yet no cochlear (perceptive) involve- 
ment. The goals of mobilization vary with each patient’s 
hearing potential. Through successful mobilization it is 
possible to realize the full hearing potential in the various 
degrees of otosclerotic deafness. 
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Mobilization can be successful in the same types of cases 
in which fenestration can succeed. Mobilization can be 
successful in cases with a handicapping hearing loss of 30 
db. or less, a loss not yet great enough to be suitable for 
fenestration. In moderate and profound otosclerotic deal- 
ness, the mobilization operation can restore useful aided 
or unaided hearing. In cases of extreme deafness, success- 
ful mobilization must be followed up by the selection of a 
hearing aid and auditory training to realize the full bene- 
fits to be gained from the operation.—SaMuEL Rosen, ™.D-, 
JAMA, 161:595, 1956. 
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BASIC SCIENCE REVIEW 


The Formation of Urine 


BY LEONARD B. BERMAN, M.D. 


Georgetown University School of Medicine 
Washington, D.C. 


MoDERN DIAGNOSIs and therapy require an increasingly 
detailed understanding of kidney function. Even in 
diseases that are not primarily renal, successful therapy 
often depends on a knowledge of renal mechanisms. 
What follows is a brief review of the process whereby an 
ultrafiltrate of plasma is altered on its journey through 
the nephron and finally excreted as urine. 


The Glomerulus 


Urine formation begins with the passage of plasma 
water across the membrane layers of the two million 
glomeruli that form the filtering surface of the kidneys. 
Filtration takes place as a result of intravascular hy- 
drostatic pressure generated by the pumping action of 
the left ventricle. This pressure is sufficient to over- 
come the osmotic pressure of plasma proteins as well 
as the tissue pressure within the kidney. The rate at 
which plasma water filters into the proximal convo- 
luted tubule can be measured indirectly, and in the 
normal adult male, is about 120 ml. per minute, or 172 
liters per day. 


The Proximal Convoluted Tubule 


Since the daily filtration of water amounts to more 
than four times the amount contained in the entire 
body, obviously most of this must be reabsorbed by 
the renal tubular epithelial cells and returned to the 
circulation. This process begins in the proximal con- 
voluted tubule. A major share of the filtered sodium is 
reabsorbed. This leaves the fluid in the tubules hypo- 
tonic with respect to plasma, which in turn causes 
water to move from filtrate back into the blood stream. 
By this means, the volume of proximal tubule filtrate is 
greatly reduced. 

Glucose, amino acids and potassium are almost com- 
pletely removed; and other substances are also han- 
dled, «ach in its own characteristic fashion (Figure 1). 
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The Distal Convoluted Tubule 


The altered filtrate moves down the loop of Henle 
where further adjustment of its water content takes 
place, so that iso-osmotic fluid, reduced in volume 
some 85 per cent, enters the distal tubule. 

To take a specific example, if 100 ml. of plasma 
water containing 14 milliequivalents of sodium enters 
the proximal tubule per minute, this will reach the dis- 
tal tubule as 5 ml. of water containing 2 milliequi- 
valents of sodium. Here further reabsorption of water 
and sodium takes place depending on the needs of the 
body at the time. Antidiuretic hormone is active at this 
site, and the volume of filtrate may be reduced to as 
little as 0.3 ml. per minute (or a little over 400 ml. per 
day) if conditions call for water conservation. 

The important processes of hydrogen ion and am- 
monia secretion take place in the distal tubule. These 
help the pH of body fluids to remain constant in spite 
of the daily acid load arising from tissue metabolism. 


Figure 1. Drawing of a normal human nephron, taken from a 


photograph of a preparation dissected by Jean Oliver. Some func- 
tions of the glomerulus, proximal convoluted tubule, loop of Henle 
and distal convoluted tubule are represented diagrammatically. 


(Reprinted by permission of the author and the Paul B. Hoeber 
Company, publishers of ARCHITECTURE OF THE KIDNEY IN CHRONIC 
Bricut’s Disease.) 
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Potassium may be excreted into the distal tubule in 
variable amounts. 

These changes and others continue for a distance 
down the collecting tubule. Finally, there is delivered 
into the renal pelvis about one liter per day of a 
glucose-free, acid solution which began its trip as a 
slightly alkaline solution of plasma water rich in 
solutes. 


Some Clinical Applications 


Tue ‘‘RENAL THRESHOLD” FoR GLUCOSE 


Proximal tubule cells can reabsorb glucose at rates 
up to 375 mg. per minute. When this is exceeded, gly- 
cosuria occurs since glucose reabsorption does not 
take place at any other site in the nephron. The num- 
ber of milligrams of glucose presented to the cells each 
minute is the product of the glomerular filtration rate 
and the arterial plasma concentration of glucose. There 
is no particular blood level or “threshold” at which 
glucose must appear in the urine. For example, if the 
glomerular filtration rate were reduced to 50 per cent 
of normal because of Kimmelstiel-Wilson’s disease, the 
arterial glucose concentration, theoretically, might 
rise to twice normal before glycosuria occurred. 


PROXIMAL TUBULAR EXCRETION OF FOREIGN SUBSTANCES 


Both Diodrast and penicillin are roj:dly excreted 
into the proximal filtrate (Figure /). in the case of Dio- 
drast, this is an advantage, for it permits the rapid ap- 
pearance of dye in concentrations high enough to be 
radiographically visible. With penicillin, this is a dis- 
advantage and has led to the development of various 
insoluble preparations released to the blood stream 
over a prolonged period. 


Faure OF DistaL TusBuLE WATER REABSORPTION 


In diabetes insipidus of pituitary origin, the absence 
of antidiuretic hormone permits the excretion of all 
water reaching the distal tubule. Therefore, a patient 
with this disease might have a maximum urine volume 
amounting to 15 per cent of his filtration rate, or 20 
liters per day. This figure is in accord with general 
clinical experience. Electrolyte losses of similar mag- 
nitude do not occur, for sodium reabsorption from the 
distal tubule remains unimpaired. By a consideration 
of these and other applications of renal physiology to 
clinical medicine, the practicing physician may make 
the subject alive and meaningful, as well as improve his 
understanding of the mechanisms of disease. 


Acute Upper Gastrointestinal Hemorrhage 


Among 500 cases of acute gastrointestinal 
hemorrhage, 373 were attributable to pep- 
tic ulcer, 42 to esophageal varices, and 85 
to miscellaneous or undetermined causes. 
Portal cirrhosis was the explanation of 


most cases of bleeding esophageal varices, 
ond in this group there were 27 deaths, 
usually in hepatic coma.—Donald Berko- 
witz, M.D., et al. JAMA, 160:1398, 1956. 
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Syllabus of Cholecystography 


The cholecystogram ranks among the most reliable 

diagnostic procedures currently available. Errors are more likely 
to be in the interpretation than in the test itself. 

When the cholecystogram is abnormal, gallbladder disease 

is highly probable. When the study yields normal results, 

the gallbladder is unlikely as the seat of disease. For best results, 
techniques and interpretations should be nicely individualized. 


BY M. WENDELL DIETZ, M.D. AND LYLE D. LITTON, M.D. 


Springfield, Missouri 


THE STIMULUS RESPONSIBLE for this communication may 
prove diverting to some readers ; others will undoubted- 
ly recognize the circumstances. At least in the experience 
of the authors (radiologists to a general hospital of 
medium size) the following incident is not uncommon. 

In early 1953, one of us (M.W.D.) was regretfully 
obliged to render a normal gallbladder report on a case 
being studied by a competent, experienced surgeon. Our 
surgical colleague was so thoroughly convinced that his 
patient suffered from cholecystic disease that he was 
loathe to accept a negative interpretation based upon a 
single, although adequate, examination. However, a 
second more elaborate study also failed to reveal any 
abnormality. During the ensuing debates on the accu- 
racy, merits and limitations of cholecystography, we 
realized the need for both departmental radiologic-op- 
erative correlation and a convenient table of credible 
statistical data to guide the clinician in evaluating the 
enigmatic individual case. 

To conclude this introductory anecdote: our con- 
frere resected the “negative” gallbladder and found 
conclusive evidence of chronic cholecystitis (Figure 1). 
The data comprising this presentation have strength- 
ened the authors’ convictions regarding gallbladder ex- 
amination; it is our hope that they will clarify similar 
issues for other practitioners. 
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Authors’ Series 


To obtain at least a gross concept of the results and 
especially of the reliability of our gallbladder studies, a 
series of 100 unselected consecutive cholecystograms 
performed after March 1, 1953, were assessed as to 
radiologic diagnosis. A 20-month interval was permit- 
ted to elapse, to allow operative intervention and, thus, 
correlation with pathologic findings. 

Table 1 demonstrates that abnormalities were re- 
ported in 23 per cent of the 100 cases. In 14 instances, 
the gallbladder failed to visualize, while 11 gallbladders 
contained calculi. The stones identified in the nine cases 
of cholelithiasis with physiologic visualization were the 
radiolucent type. The calculi in the two cases with non- 
visualization were naturally opaque. 

Thirteen of the 23 abnormal cases subsequently un- 
derwent cholecystectomy. Each had chronic cholecysti- 
tis with cholelithiasis. It may seem strange that only 
one-third of the nonfunctioning gallbladder cases were 
operated. 

A likely explanation is that the average age of these 
particular patients was 67 and only one patient was 
less than 64 years of age. Operation was clinically 
mandatory for the two patients having both no visu- 
alization and opaque stones. 
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ROENTGEN FINDINGS 


Normal visualization without calculi 
Normal visualization with calculi 
Nonvisualization without calculi... ....... 


Nonvisvalization with calculi ............... 


Table 1. 


Although the operative results of the abnormal gall- 
bladder cases were instructive in that they confirmed the 
roentgen impression, the six patients explored after x- 
ray clearance were of much greater significance. Four 
of those examined at the operating table were negative. 
However, none of these were considered preoperative- 
ly to have indications for gallbladder surgery. Three 
patients had chronic appendicitis and the fourth, a 
retroperitoneal pelvic cyst. The remaining two cases 
with negative cholecystograms were operated specifi- 
cally because of probable gallbladder disease. The sur- 
geons were correct in both instances. Both gallbladders 
showed unmistakable signs of chronic cholecystitis; 
neither contained stones. 

In summary, we know of no error in interpretation so 
far as the abnormal cholecystograms are concerned. Of 
77 normal examinations, two diagnoses proved incor- 
rect. However, calculi were missed in neither. The shad- 
ows of both gallbladders with chronic cholecystitis 
were normal even upon retrospective study. This diag- 
nostic inaccuracy will be considered in detail below. 


Techniques in Cholecystography 


The roentgenologist’s diagnostic methods for gall- 
bladder investigation are consistently expanding and 
improving (Figure 2). 

Innovations, refinements and established procedures 
worth re-emphasis are briefly described in the follow- 
ing section. 

Pre-examination Survey Film. Attention has been di- 
rected recently to the advisability of complementing 
hospital admission chest survey programs by routine ab- 
dominal x-ray examination. Even if other abdominal 
viscera are ignored, this concept is, in our opinion, jus- 
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OPERATIVE CORRELATION 


No. of 
Cases 


6 
7 


tified by the roentgen characteristics of biliary tract 
disease alone. Stevenson and Scanlon and Young have 
reaffirmed the value of conventional filming prior to ad- 
ministration of contast media. The incongruity of the 
universal acceptance of the preliminary KUB film by the 
urologists and the neglect of the precholecystographic 
projection is rather curious. 

Abnormalities visible on the plain film and, in some 
instances, obscured by contrast media include: en- 
larged or thickened gallbladder shadow (empyema, car- 
cinoma), milk-of-calcium bile, calcified gallbladder wall, 


Figure 1. The cholecystogram is not infallible. An x-ray report of 
‘normal gallbladder”? must be evaluated in the light of the pa- 
tient’s symptoms and signs. 
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s in the lumen of the gallbladder or biliary ducts 
(cholecystoduodenal fistula), gas in the gallbladder 
wall or pericholecystic structures (emphysema of gall- 
bladder), opaque stones in the gallbladder or ducts, and 
extrabiliary tract calculus (i.e., gallbladder perfora- 
tion). 

Stevenson maintains that a “circle or ellipse whose 
circumference touches the inferior liver edge, hepatic 
flexure of the colon, and the first and second portions of 
the duodenum will enclose the gallbladder area.” Iden- 
tification of these soft tissues and of potentially confus- 
ing extrinsic shadows enhances the diagnostic accuracy 
and performance of the subsequent cholecystogram. 

Initial Full Abdominal Film. If the pre-examination 
film is a logical but luxurious component of the chole- 
cystogram, a scout projection after contrast medium 
administration is a basic, indispensable ingredient. 

Detail” studies in various positions and respiratory 
phases are facilitated by knowledge of the location and 
general characteristics of the gallbladder. 

Recognition of stones within an opacified gallbladder 
in the survey film permits termination of the exami- 
nation. 

A full abdominal view is particularly valuable in the 
presence of a nonfunctioning gallbladder. Unabsorbed 
radiopaque media in the colon furnishes positive evi- 
dence of ingestion and retention of the drug. 

The maximum achievement of the scout film is the 
disclosure of otherwise unsuspected but significant dis- 
ease outside the biliary system. The usefulness of the 


Figure 2. The saiiekaios. methods for investigation of gall- 
bladder disease are expanding and improving. 
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procedure is not confined to the gastroenterologist ; the 
general surgeon, urologist, gynecologist and orthope- 
dist are as frequently benefited. 

Telepaque. The rationale for the enthusiastic accept- 
ance of the relatively new gallbladder medium, Tele- 
paque, may be summarized by Morgan and Stewart’s 
conclusions of their quantitative investigation: “. . . 
The clarity of gallbladder visualization was found to be 
approximately 35 per cent greater than that obtained 
with iodoalphionic acid . . . Approximately 40 per cent 
fewer individuals required a double dose of Telepaque 
for satisfactory visualization .. .Finally, Telepaque 
was found to be extremely mild from the standpoint of 
the clinical reactions following its administration.” 

In addition to the unparalleled efficiency of Tele- 
paque for routine cholecystography, we have advan- 
tageously utilized, in selected circumstances, Tele- 
paque’s unique ability to render a discernible shadow as 
rapidly as four hours after ingestion. These gross 
studies have permitted us to gauge the functional ca- 
pacity of the gallbladder in obscure cases of acute right 
abdominal syndrome, and the location of the organ in 
the occasional perirenal insufflation study with confus- 
ing superimposed densities. 

Erect Cholecystogram. The routine use of upright po- 
sitioning is advocated by some authorities. Feldman and 
Myers stress the importance of this maneuver in elimi- 
nating extraneous shadows, particularly colonic gas, and 
portraying gallstones not otherwise demonstrable. 

Cholesterol stones float if their specific gravity is less 


= INDICATIONS OF PREVIOUS OR ACTIVE 
GALLBLADDER DISEASE 
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THE FUNCTIONING GALLBLADDER 


Only a minimal amount of intact gallbladder mucosa is required to produce an excellent 
shadow ... 


“Gallstones appear in approximately 15 per cent of patients showing normal function.” 


“In 5 to 10 per cent of cases, the cholecystogram is normal despite the presence of distinct 
gallbladder disease." 


Cholelithiasis can be diagnosed in the functioning gallbladder with an extremely high 
index of accuracy . 

Adams's series of 910 patients: Of 22 (2.4 per cent) misleading or erroneous roentgen 
studies, normal cholecystograms accounted for 12. Five of the 12 had stones; the remain- 
ing seven had chronic cholecystitis. 


Radiolucent calculi may be identified in over 90 per cent of patients whose gallbladder 


has retained even slight concentrating power. 


Table 3. 


than that of gallbladder bile. These appear in the erect 
view as a transverse lucent stripe. 

Minute stones or granular or sedimented bile may be 
invisible when widely distributed in the prone position. 
These particles tend to gravitate to the gallbladder 
fundus in the erect posture and are more readily ob- 
served when clumped in a group. 


Lateral Decubitus Cholecystogram. By popularizing 
the right lateral decubitus projection, Kirklin has con- 
tributed notably to radiologic finesse. As compared with 
the technically awkward erect examination, the decubi- 
tus view effectively precludes blurring of the gallbladder 
shadow by movement, displaces intestinal gas, and out- 
lines floating calculi. The procedure is so conveniently 


performed and the advantages so impressive that we 
have liberally employed it in suspicious cases lacking 
roentgen confirmation. 

Spot-film Cholecystogram. Intensification of the gall- 
bladder shadow by improved media permits the appli- 
cation of the filming fluoroscope to cholecystography. 
This apparatus, for years pre-eminent in gastrointes- 
tinal and myelographic studies, is ideally suited for the 
examination complicated by superimposed shadows or 
questionable calculi. Spot-filming under direct vision in 
the erect posture is rapid, convenient, precise, oppor- 
tune for varying positions and degrees of tilt and, addi- 
tionally, encourages the use of individualized graded 
compression. We have materially reduced the number 


THE NONFUNCTIONING GALLBLADDER 


Almost pathognomonic of gross biliary disease . . . 


Martin and Massimiano's series revealed at operation: an 82 per cent incidence of stones 
and a 93 per cent incidence of gross disease. 


Smith and Runge's series revealed at operation: stones in the biliary tract in 90 per cent. 
In ali but one patient, significant disease of the biliary system was found. 


Precludes identification of calculi in majority of cases of cholelithiasis . . . 


No more than 20 per cent of gallstones contain sufficient calcium to be visible without dye. 
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of re-examinations heretofore required by scheduling 
complex cases in the fluoroscopic suite for re-evaluation 
at the screen. 

Repeat Cholecystogram. Before assuming that a non- 
visualized gallbladder is nonfunctioning, re-examina- 
tion after administering a double dose of Priodax has 
long been deemed mandatory. Russo reported that 10 
per cent of his series of nonvisualized gallbladders 
proved to be normal upon repeat study. A preliminary 
analysis of our unpublished material suggests that a 
second trial with Telepaque is far less productive or 
necessary. The practice of re-examination with oral 
cholecystopaques may be discarded entirely as intrave- 
nous cholecystography evolves. 


Cholesterosis. 


Table 6, 
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Size, position, configuration. 
“Tone,” distensibility, contractility. 
Faint, thin or hyperconcentration. 
Delayed filling. 
Emptying rate—“the persistent shadow.” 
Decrease in density or size after fatty meal. 


indirect signs” (pylorospasm, duodenal irritability). 


ABNORMALITIES FREQUENTLY NOT DEMONSTRABLE 


BY CHOLECYSTOGRAPHY 


Early or limited chronic cholecystitis. 


Minute cholesterol stones. 
“Muddy, sandy or sedimentary” bile. 


Gastroduodenal, colonic and renal diseases simulating biliary disorders clinically. 


FACTORS OF LITTLE > 
OR NO DIAGNOSTIC IMPORTANCE 


Pre-examination Fatty Meal. Successful cholecystog- 
raphy depends upon concentration of dye-laden bile by 
the gallbladder. ‘‘Now, if a patient has been limited toa 
completely fat free diet or has been unable to retain any 
food, the gallbladder may not have emptied for several 
days ... In the presence of such physiological stasis, 
fresh dye-laden bile is unable to enter the gallbladder. 
It does not function and it does not visualize.”” However 
incontrovertible may be these observations of Brewer 
and others, few clinics habitually precede gallbladder 
study by a high fat diet to evacuate the inspissated bile. 
For the patient with nonvisualization, this modality 


prior to re-examination merits unequivocal endorse- 
ment. 
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THE DUBIOUS *‘NORMAL"' GALLBLADDER 


To conclusively exclude small calculi: 
Re-examine in the post-fat meal contracted state. 


Re-examine in erect and/or lateral decubitus positions. 


Fiuoroscopically, spot-film the compressed gallbladder. 
Decrease dye intensity by reducing Telepaque dosage. 


To visualize the biliary duct system: 
Perform an oral or intravenous cholangiogram. 


To exclude abnormality simulating gallbladder disease: 
Perform barium meal and enema, excretory pyelogrem. 


Table 7. 


THE SUSPICIOUS : 
GALLBLADDER 


Confirmation that patient complied with instructions. 


Exclusion of circumstances: 


Preventing dye from reaching the gallbladder. 


on succeeding day. 


after pre-examination fat 


Intravenous (Cholografin) cholecystogram. 


-after a one-month lapse. 


Post-fat Meal Contraction Study. Obsolete physiologic 
concepts, such as gallbladder tone or emptying rate, 
have been repeatedly repudiated. When the viscus is 
contracted, the lesser volume of contrast medium out- 
lines small gallstones more readily. Shapiro writes, 
“This is analogous to the demonstration of a gastric 
polyp ina stomach containing a small amount of barium 
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as contrasted to masking of the polyp in the sime 
stomach distended with barium.” 

Oral Cholangiogram. Before Telepaque was availa- 
ble, biliary duct opacification by an oral, nonsuryical 
route comprised an ambitious but fanciful prophecy. 
With appropriate positioning and timing of exposures, 
even routine Telepaque dosage furnishes adequate 
demonstration of the cystic, common and, at times, 
hepatic ducts. The diagnostic opportunities now avail- 
able for evaluation of preoperative biliary system and 
post-cholecystectomy syndromes are unprecedented. 

Intravenous Cholangiogram. Although primarily in- 
tended for visualization of the biliary ducts, Cholo- 
grafin, a radiopaque intravenous fluid, may emerge as 
a mainstay in gallbladder investigation. The drug is 
ideally adapted for patients unable to retain or absorb 
oral cholecystopaque substances and for those with 
non visualization due to deficient concentration of 
media rather than cystic duct obstruction. 

Body Section Cholecystogram. Recently, a number of 
essayists have described laminagraphic studies as a 
diagnostic aid in differentiating gallstones from costal 
cartilage and mesenteric nodal calcifications and renal 
calculi. The authors have had no experience with lam- 
inagraphy in gallbladder examination. 


Significance of the Cholecystogram 


Sosman has aptly acclaimed the versatility of gallblad- 
der radiology : ‘‘Cholecystography is almost unique in 
X-ray examination in that it not only portrays the anat- 
omy of the part under consideration and the conse- 
quences of major pathological reactions but also shows 
clearly a series of physiologic processes.” 

The reputation of cholecystography is mutually im- 
pressive in regard to accuracy. The procedure has in- 
troduced “‘an era of precision in the diagnosis of gall- 
bladder disease not surpassed by the study of any other 
chronic abdominal disorder.” 

Ordinarily, calculi and impairment of function are 
considered prime pathologic criteria. Additional un- 
common but reliable signs of disease are listed in 
Table 2. 

It is needless to reassert the remarkable frequency of 
gallbladder disease, particularly in females. Likewise, 
unanimity of experience acknowledges lithiasis as 
paramount in cholecystic disease. 

With few exceptions, acute and chronic cholecystitis 
and carcinoma develop only in the presence of stones; 
the strawberry gallbladder contains stones in at least 
60 per cent of cases. 

A critique of the value and the limitations of the 
examination of the functioning gallbladder is sum- 
marized in Table 3. 
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Table 4 comprises a statistical assay of the reliability 
of the nonfunctioning gallbladder report. 

A series of antiquated concepts are listed in Table 5 
for the purpose of completeness. 

Despite intense, elaborate, radiologic efforts, diag- 
nostic errors are inevitable in cholecystography. Table 
6 indicates the chief sources of faulty conclusions. 


Finalizing the Cholecystogram 


That individualization of any laboratory technique 
enhances diagnostic accuracy is undeniable. The 
clinician is frequently indifferent to the status of 
cholecystography—a professional consultation not 
comparable to a urine specific gravity determination. 
As indicated above, the routine gallbladder examina- 
tion is not infallible. However, to assume that three or 
four routine films necessarily conclude roentgen in- 
vestigation is fallacious. The problematical case de- 
serves individualized, labored re-examination. 

The Dubious ‘Normal’? Gallbladder. The foregoing 
tables demonstrate that the diagnostic reliability of the 
pathologic report exceeds that of the normal study. 
Indeed, a negative cholecystogram of a clinically posi- 
tive patient prompted this publication. Table 7 sug- 
gests procedures to employ in this type of case. Before 
considering these, the indispensability of precision 


craftsmanship deserves emphasis. Technical factors 
are undoubtedly responsible for a significant percent- 
age of cholecystographic errors. The obscured gall- 
bladder, for example, warrants re-examination, not dis- 
missal with a “grossly negative” impression. 

The Suspicious “‘Nonfunctioning’’ Gallbladder. De- 
spite the merited prestige of the examination resulting 
in nonvisualization, correlation with the clinical syn- 
drome will occasionally encourage skepticism, Our 
roentgen approach to this problem is summarized in 
Table 8. 

To stubbornly disparage the normal gallbladder re- 
port while ignoring the possibility of a grave gastroin- 
testinal lesion is obviously hazardous. As great a sin 
of omission is ready acceptance of coincidental x-ray 
findings with the principal gastrointestinal disease re- 
maining obscure: “All patients should have roentgeno- 
logic study with barium meal before operation is per- 
formed. The pain of a duodenal ulcer or of gastric 
malignant disease may simulate gallbladder disease. 
Such lesions can be missed by a surgeon at operation, 


and a gallbladder containing asymptomatic stones be 


removed instead of the attack being leveled at what 
may be a more serious lesion.” 


An extensive Sibliegraphe accompanying this article ts available 
upon request from the Editorial Office of GP. 


The Brevity of Babinski 


Ir You’D LIKE to launch yourself into immortality, probably 
the brevity formula of Babinski is the best plan. The “big toe” 
sign known to every medical student and physician the 
world over was first described by M. Joseph Babinski in 
1896 in one short page. 

Just a paragraph or two at the bottom of page 207 carry- 
ing to top of 208 in the Comptes Rendus de la Societe de 
Biologie did it. In a follow-up of a two-page article two years 
later in Semaine Medicale, Babinski elaborated a bit, describ- 
ing fully the appearance of dorsiflexion of the great toe in 
pyramidal tract diseases, and pointed out that it was also 
present in infants, in whom the pyramidal tract has not yet 
developed. 

An open-eyed physician who boils down his observations 
is likely to hit the mark squarely. Next time you scratch a 
foot and elicit the Babinski sign, remember the beauty of 
Babinski’s brevity and the place it won him in immortality ; 
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which bears out the old adage : ‘He who thinketh by the inch 
and speaketh by the yard ought to be kicketh by the foot.” 
—J. DeWrrr Fox, m.p., Detroit. 
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Calcification of Mediastinal Lymph Nodes 


BY SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1 (below, left). Granular calcified right hilar node. Small 
parenchymal calcifications also present in right upper lobe. Diag- 
nosis: Healed primary complex of histoplasmosis. 


Figure 2 (above, right). Bilateral dense calcification of mediastinal 
nodes in patient with chronic fibrocavitary tuberculosis. 


Figures 3a and b (above). Densely calcified right paratracheal 
node due to healed tuberculosis. 


Figure 4 (below). Tomogram showing the pattern of calcification in 
a group of right hilar nodes. Several nodes are rimmed with cal- 
cium (“eggshell” calcification). Diagnosis: Tuberculosis. 


AsouTt 50 PER CENT of routine chest roentgenograms 
disclose the presence of some degree of calcification of 
the mediastinal lymph nodes. The involvement may be 
slight and limited to a group of regional nodes or 
marked with widespread calcification of most of the 
mediastinal nodes. At times a large localized mass of 
calcified nodes may be seen especially in the right 
paratracheal region. 

Calcification of the lymph nodes most frequently 
represents the healed lymph node portion of a tuber- 
culous primary complex. However, despite dense calci- 
fication the lesions are not necessarily sterile, and the 
viable tubercle bacilli contained in the nodes may pre- 
cipitate a tuberculous reactivation. There is accumu- 
lating evidence of an appreciable incidence of histo- 
plasmosis as a cause for lymph node calcification es- 
pecially in certain areas. Coccidiodomycosis may cause 
similar roentgen manifestations. 

As a matter of fact, the primary complexes of tuber- 
culosis, histoplasmosis and coccidioidomycosis may 
be indistinguishable. The lymph nodes in these particu- 
lar conditions are usually homogeneously dense or 
granular. 

Lymph node calcification may also be noted in sili- 
cosis. Here the entire node is extremely dense and 
smooth like a stone. At times in silicosis an unusual 
pattern of calcification occurs. The calcium is arranged 
in semicircular plaques only in the peripheral portions 
of the enlarged node forming a rim of calcium—so- 
called eggshell calcification. 

Multiple nodes are usually affected, and when large 
groups of nodes are involved, they resemble clusters 
of grapes in the mediastinum. 

Rarely, eggshell calcification may be seen in tuber- 
culosis or histoplasmosis. 

Calcification of the mediastinal nodes may represent 
the healed stage of any type of lymphadenitis. Asa 
matter of fact, there may be such complete healing that 
pathologic or cultural characteristics may no longer 
be present. 

Although usually a finding of no clinical significance, 
calcified mediastinal nodes may cause difficulty by 
compressing or perforating adjacent structures such as 
bronchi, blood vessels, esophagus or pericardium. 

The calcified lymph nodes are best visualized on 
slightly overexposed roentgenograms. Lateral views 
may disclose the distribution of the nodes more satis- 
factorily while tomograms are helpful in defining the 
pattern of calcification. 
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IN RECENT YEARS general practice and the general prac- 
titioner have been the objects of much discussion. 
With this in mind, a study of the disease pattern of a 
general practice was conducted in its tenth year (1951). 

All calls were recorded in a daily log so that a classi- 
fication could be made according to: (1) diagnosis, 
(2) new or revisit and (3) house or office. Hospital calls 
were kept separate but not classified. A record was not 
kept of the number of hospital post-partum calls. Nor 
was a record kept of hospital calls following surgery, as 
the surgeon had the responsibility for postoperative 
care; the family physician visited daily only to facili- 
tate rapport. 

The author’s background is the four-year course in 
biology and public health at Massachusetts Institute of 
Technology; one year of physiology and chemistry at 
Harvard Graduate School, and the regular four-year 
medical course at Boston University. Internship was 
four months of obstetrics and two years of surgery at 
Massachusetts Memorial Hospital, followed by ten 
months’ residency at the Hull St. Medical Mission 
Dispensary in Boston. 


The Area and Facilities 


Locally, hospital facilities are available ten miles 
away. As an associate staff member, I have the privilege 
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In a small New Hampshire mill town, a general practitioner 
found it possible to analyze the morbidity encountered 

among his patients during one year. Classification was aided 
by the STANDARD NOMENCLATURE OF DISEASES. 

The study revealed a pattern of disease that compared favorably 
with the results of studies conducted in other areas 

of dissimilar population and geography. Such analyses may aid in 
planning the postgraduate training 

of future general practitioners. 


The Pattern of a General Practice 


BY SAMUEL E. 
Troy, New Hampshire 


PAUL, M.D. 


of handling medical and obstetric admissions, assisting 
at major surgery and doing minor surgery and frac- 
tures. Anesthesia may be given when approved by the 
surgeon and anesthesia staff. 

The area of practice is centered in a small mill town 
in New Hampshire, population 1,169, of which 118 or 
10.1 per cent are 65 or more years of age. The office is 
located in the home. With the help of my wife (a regis- 
tered nurse), professional help and phone service are 
available almost 24 hours a day. There were less than 
seven days a year when someone has not been at home. 
Blood counts and urine examinations are done when 
indicated. All other laboratory work and diagnostic 
examinations are done at the hospital laboratory. 


Classification of Patients 
Diagnostic classification follows the Standard No- 


menclature of Diseases as far as possible. ‘“‘New”’ means 
a new disease in a patient or a recurrence of a disease 
after a period of two or more years with the patient 
symptom-free. Continuous or intermittent calls for the 
same disease are listed as revisits. 

There was little difficulty classifying the cases seen, 
except in differentiating cases of grippe as being upper 
respiratory or body as a whole. It was noted that at the 
onset of an epidemic, local signs and symptoms 
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(rhinitis, pharyngitis, etc.) were definite and distinct 
with a minimum of general malaise. As an epidemic 
progressed there would be a diminution in the local 
signs until they were completely absent, and the 


118 


gradually increasing systemic symptoms and signs 
would predominate. 

The four following classifications need some explan- 
ation: 


GP Volume XIV, Number 4 


i 
| 
3 
| 
i 
= 
2 
4 
§ 
Totals New—2,509 Revisits—2,426 
Table 1. 
= 


nber 4 


Psychosomatic. This includes most cases of meno- 


pause, obesity, exhaustive states, a few backaches and @ 
many abdominal complaints controlled by ampheta- ~™ : 
mine and phenobarbital-atropine combinations. : Those of town 
Miscellaneous. This includes routine physical exam- 
inations, either partial or complete, as needed for in- : Tous futher mn Ace's 
surance, premarital or industrial requirements. 
Casts, medicines. ““New” is repair, adjustment or 26 31 17 
removal of a cast; “revisit” is dispensing of a previ- 12 8 4 


ously prescribed medicine when no professional serv- 
ice is involved. 

Injections. This includes all elective inoculations and 
vaccinations. 


Author Dr. Fry 


Mew Calls... 2,509 4,452 


4,935 14,604 
Pediatric percentage of Total Calls............. 22 per cent 23.2 per cent 
(under 16 years) (under 20 years) 


The following figures allow comparison of more than 80 per cent of the calls made. 


Pregnant state............... ban 5.1 (gyn also) 5.4 


The remainder cannot be compared because of classification differences. 


*Ear, nose and throat 


Table 3. 


lnciden town’s population by the statistics shown in Table 2. 
co of Blsonses Of the 4,935 calls analyzed, 1,084 or 22 per cent 

Table 1 summarizes the morbidity incidence for were patients under 16 years of age. House calls ac- 
1951. Those data may be oriented with respect to the —_ counted for 1,733 and office calls for 3,202. Not tabu- 
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Table 2. 
Per cent Per cent 2 
11.0 8.3 
<a 
igns 
ylan- 


Night Calls (9:00 P.M. to 6:00 A.M. 
Respiratory disease.......... 


Musculoskeletal. 
Tonsils, mouth, pharynx....... 
Psychosomatic. 
ness 
Nervous system. 
Organs of sense. ........... 
Genitourinary. . . 

Cardiovascular... 


Table 5. 


lated were 290 hospital calls for medical cases. This 
« very small number of hospital calls and high number of 
Hernia (3 inguinal, 1 ventral postoperative)................60e ee eee house calls is due to several factors. The most impor- 
tant factor was stated by John Fry when he described a 
Cholecystitis and cholelithiasis. ............. 2 general practice as consisting mainly of minor ill 


health. Locally, the compactness of two small towns, 
1 six miles apart, and the willingness of the family to do 
Abscess of chest wall (pediatric). nursing, helps to care for patients at home. A few 
Abscess—retrocecal—primary. 1 moderately severe cardiacs were treated successfully at 
(Mistaken for ap enite cholecysilttel home. I believe these patients were more at ease than 
hospital patients and the family was saved the burden 

Gastric resection, old gastric ulcer...... of a hospital bill. 
John Fry of London did a morbidity study for an 
Distt sepa. 0: urban population during 1951 which is very similar to 
of the one reported here. The figures have been classified 
Aacieryem of peginethenery tanita: so the comparison shown in Table 3 can be made. Fry 
Burns of face and neck—I and 2 degrees (pediatric) states his figures are influenced by an unusually large 
Hemangioma of abdomen (pediatric). ees number of influenzal cases in January and February. 
Compound fracture of elbows... ..scseceeseeeeeececeeceeceseeees My own experience was similar in February and 
of tines bith March, but I consider the over-all figures of the year 
to be average because of a considerable decrease in 

respiratory diseases in the fall. 

Anal fissures (dilatation of sphincter)......6.6ceeeeeeeeeees see The pattern of morbidity distribution is remarkably 
similar in the two practices. It is even more so when 
it is realized that I am very conscious of psychosomatic 
Deep abscess of leg (phlebitis—diabetic)................ digestive disturbances. Unless there was a diame 
cause elicited, digestive disturbances were classified 

as psychosomatic. 
Couter, Held and York reported an analysis of 1,000 
consecutive residence visits to acutely ill medical pa- 
tients. They excluded all pediatrics (under 14 years) 
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and specialties other than internal medicine if this 
could be determined over the phone. Even with these 
exclusions, there is a certain correlation except for a 


very high figure for cardiovascular disease which should “en 
be expected for internal medicine. The report by Pans oe 
Couter, Held and York would have been much more actur acarpal 
appropriate if it had been reviewed by a medical li- 

brarian. Reclassifying their cases to conform with the ue , 

present Table 4. ae 
The discrepancy in respiratory disease and whole 

body figures undoubtedly reflects a difficulty in classi- 

fication of cases of grippe and influenza as previously ; 

described by Cheney. 
fied. Twenty-two calls were for pediatric problems. 
Only three calls were because of excessive use of alcohol. 


The number of surgical cases seen by the reporting 
physician compares with the total surgical cases from 
town admitted to the only local hospital as follows: 


Table 7. 
Total surgical cases from physician............ 34 
Total surgical cases from town................ 39 
Of the 39 cases from the town, 31 were seen by their 
family physician first, and then referred to a surgeon. Cauterization of 9 
Eight cases went directly to a surgeon. Baby circumcised (Home-3, Office-2)........... ce a Ay A 5 
ception of one veteran, who was referred to a Veterans Ears pierced for earrings...........ssecseseeneceeeescueeeneees 3 
Administration hospital, all patients were admitted to Knee joint dite Weitek... ce 3 
the local hospital. Knee 2 
A summary of the surgical admissions to the hospi- Hydrocele tapped. 
tal is shown in Table 6. Thrombosed hemorrhoid enucleated. ..........+-seeeesceeeeeeees 2 
Forty outpatient and short-term surgical admissions Foreign body in bend eins 
are shown in Table 7. Paravertebral nerve block for phlebitis... ........0ccecceceueues 
Forty-eight minor surgical procedures were done at 2 
the physician’s office or at the patient’s home. These 
aresummarized in Table8. 


Fish hook in foe..... th 

The foregoing tabulations show approximately the Sprained ankle—procaine injected... ...........ecceeseeeseeenees i 
morbidity of an average population of 1,000 people for Cyst on eyelid—drained.............. i 
a period of one year. For years, this has been assumed Cyst on 1 


15 minutes for an office call and 28 minutes for a house — 
call, of which 16 minutes were needed for travel. With 7 
obstetric and hospital time, a work week averaged 65 r 

Ss. Table 8. 
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Cystoscopy for trigonitis. .. | 
4 
| 
Hematoma of scolp—cspiroted pu... | : 


Analyzing the 4,935 house and office calls made 
during 1951 reveals that: 

‘1, Respiratory diseases account for 22.2 per cent 
of all calls. 

2. Psychosomatic disease was outstanding in rev'sits 
and accounted for 14.4 per cent of the total. This is 
quite different from a recent report giving 31 per cent 
as the number of psychosomatic calls in general prac- 
tice. 

3. Skin diseases account for 11 per cent of all calls. 
As these are practically all ambulatory cases, medical 
school and internship preparation is quite inadequate 
in this field unless there has been a period of training 
in an outpatient department. 

4. The figure of 4.6 per cent for cardiovascular 
problems is probably not typical, being affected by 
a smaller than average geriatric practice. 

5. Comparing the author’s figures with two other 
entirely unrelated studies reveals an unsuspected pat- 


tern of disease at the grass roots level of general pr ac- 
tice. Furthermore, these studies come from three <is- 
tinct areas: (a) a small rural town of 1,000 people in 
New Hampshire, (b) a compact industrial urban area 
in London, and (c) an industrial city of 65,000 in 
Illinois. 

6. The Standard Nomenclature of Diseases was ex- 
tremely helpful for the classification of patients and 
should be followed in all future studies. This will per- 
mit better comparisons of data from different areas. 

It would be interesting to see how much the pattern 
of disease would vary in other studies. Whether or not 
they would substantiate this study would be secondary 
to their value in making it possible to plan adequate 
training for future general practitoners as well as per- 
mitting medical students a peek at their future. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Figure 3 (above). Reversed pen- 
dulum exercise. 

Figure 1 (left). Pendulum exer- 
ciser (weights; 3 plus 2 pounds): 
inset: handle should be held 
loosely. 

Figure 2 (below). a. sagitial 
plane; b. coronal plane; ¢. cir- 
cumduction. 


HERE’S A HELPFUL HINT... 


Shoulder Pendulum Exercises 


ORMANDY HAS DEVISED a useful method of exercise for the 
frozen shoulder. This disability was described as resulting 
from muscular inactivity due to a fracture or dislocation in 
or about the shoulder joint, with prolonged immobiliza- 
tion, or to the shoulder-hand syndrome following coronary 
occlusion. The author stated that the disabling syndrome, 
with its resultant pain and stiffness, can be avoided by 
proper shoulder exercises. These, he stated, should be 
started as soon as possible. 

Ormandy stated that the basic exercise is pendulum 
motion of the shoulder. In order to overcome pain and 
muscle spasm he has employed a five-pound weight attached 
to a T-bar handle (Bowen Co., Bethesda, Md.). The patient 
places the hand and forearm of the sound extremity on the 
back of a straight chair and stoops over so that his forehead 
rests upon his wrist, with the pendulum exerciser held in 
the hand of the involved side. The handle is not grasped 
tightly, but held loosely in the fingers (Figure 1). The weight 
produces traction, relieving muscle spasm and pain. The 
exerciser is swung in various ways to gradually increase the 
arc of movement in the scapulohumeral joint (Figure 2). 
External and internal rotation is accomplished by rotating 
the upper extremity externally and internally, while the arm 
is perpendicular. Reversed pendulum exercise is performed 
by seating the patient, resting the elbow of the involved ex- 
tremity on a table, and, with the exerciser in hand, carrying 
out a pendulum motion of the forearm in a coronal plane 
across the chest (Figure 3).—Am. J. Surg., 90:130, 1955. 
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Strabismus ordinarily results in inferior vision in one eye, 
. as well as lack of finer visual powers, such as depth perception, 
\ . which depend on binocular vision. But far outweighing 

these liabilities, from the patient's point of view, is the cosmetic 


| irregularity of “‘crossed eyes.” The personality defects 
|) that are encountered in adults who have had life-long strabismus 
are many and varied. Although FUNCTIONAL improvement is 


MucH IMPoRTAN CE has been attached, and properly so, 
to the ridicule that a youngster who has a marked mis- 
alignment of his eyes will almost certainly have to 
suffer from his schoolmates. “Hey, Squinty!”, and 
“Yoo-hoo, Crossy,” the derisive addresses often used 
on the playground, are frequently extended to such 
charming suggestions as “Hey, Four-eyes! You're ‘it’. 
You’ll do good. You can see two ways at once!” 

The strabismic child has more of it to take from the 
grown-ups, too. He soon learns to shy away from the 
poorly-concealed stares of adult visitors. Furthermore, 
this is one conversation he does not enjoy being the 
center of. Neither does he care for the family wrangle 
as to “whose side that came from.” 

All too frequently the treatment for this distinguish- 
ing stigma of nonconformity with his fellows is entirely 
expectant. Happily, it is now rarer and rarer that 
parents can say expectant neglect was on the advice of 
the family physician. 


Doctors are aware that several children out of every | 


hundred have strabismus, and that strabismus ordi- 
narily embraces three major liabilities: (1) inferior 
vision in one of the eyes (the “‘crossed” one), (2) cos- 
metic lack of straightness of the eyes and (3) incapa- 
bility of achieving the highest levels of visual function 
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Psychiatric Aspects of Adult Strabismus 


BY EDME REGNIER, M.D. 


Salem, Massachusetts 


rarely achieved when strabismus surgery is performed in adulthood, 
a it ts almost always possible to produce COSMETIC improvement. 
Since severe psychiatric abnormalities may result 
from the cosmetic effect of strabismus, this alone is sufficient 
indication for surgery in adults. 


that only binocular vision can bring, such as perfect 
depth perception. 

To the squinter the cosmetic factor is the most im- 
portant one, and it is, furthermore, the only facet of 
strabismus that is likely to have any effect upon the 
personality. Everywhere in life the cross-eyed person’s 
first introduction is an aberration, the deviation of his 
eyes. 


The Psychiatric Interview 


In an effort to assess the cumulative effects, if any, 
upon the adult personality by a long-continued strabis- 
mus, some 50 adult squinters who came for eye exam- 
ination during a two-year period were given a brief 
psychiatric study. Such an interview, lasting on the 
average but half an hour, was necessarily superficial. 
As often as possible it was planned in a follow-up 
rather than in an original office visit. By this time, rap- 
port had improved, and the interview often provided 
at least a rough estimate of the psychiatric situation, 
and what contribution the life-long cosmetic peculiar- 
ity of strabismus might have made to it. 

The interviews brought forth only one statistical 
similarity: when strabismus had had any effect upon 
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Figure 1. B. L., aged 6. Photos to show cosmetic comparison, pre- 
and postoperative, for an exotropia. 

None of seven operated adults whose comparative photos made 
particularly good pictures would give permission for publishing, 
even though all were grateful to the surgeon. 


the adult personality—and it usually did to some de- 
gree, at least—it was consistently some deleterious 
effect, one for which a compensation had to be made, 
if possible. 

It is rare that the adult squinter can turn any profit 
in our society from his ocular deviation. Groucho 
Marx’s 15 degrees of exotropia unquestionably is a 
major factor, along with his rectangular moustache and 
big cigar, in decoying the viewer into a mirthful mood 
before a word has been uttered. Groucho looks funny, 
as few comedians do. But if his exotropia was of 45 
degrees instead of 15 degrees, he wouldn’t look funny, 
no matter how prominent the other features of his face. 
He’d be laughed at rather than with. 

The cases to be discussed have been chosen to show 
differing types of personality response to the cosmetic 
defect of strabismus. Several cases not seen as private 
patients have been included because their interper- 
sonal environments were not duplicated in the private 
patient class. All were privately interviewed, however. 


Types of Strabismus 
Technical ophthalmologic details have been cut to a 


minimum. These malalignments are all of the order of 
15 to 40 degrees deviation from parallelism of the vis- 
ual axes. (A strabismus of less than 10 degrees may 
well escape notice, not by the ophthalmologist, but by 
most others.) Esotropia is an always-present conver- 
gent strabismus, or “‘squint.”’ Exotropia is an always- 
present divergent strabismus. An exotropia-phoria is a 
divergent strabismus that appears only intermittently. 
At other times the eyes are straight. An esotropia of a 
certain measurement, say 15 degrees, is cosmetically 
less noticeable than an exotropia of the same geometric 
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deviation. Each case discussed has a notation o} the 
apparent disfigurement to the viewer. 


The Patients 


Case 1. W.A. was a 55-year-old business man with 
marked exotropia. Disfigurement was moderatel\ se- 
vere. He had been having his glasses changed at regu- 
lar intervals for some years by an optometrist. At these 
examinations, there had never been any discussion 
about the marked strabismus other than the indirect 
reference, apparently understood by both patient and 
examiner, that there was “no use trying to refract the 
poor left eye.” But ultimately the optometrist brought 
up the matter of the turned eye because its acuity, 
poor as it had always been found to be in the past, was 
now even poorer. An old and complete detachment of 
the retina was found in the divergent eye, and the 
patient was advised that visual improvement was not 
possible. Then followed only the lightest suggestion 
that a cosmetic correction of the exotropia at least was 
feasible. This suggestion was snatched up by the pa- 
tient hungrily, and he stated that he didn’t care if he 
couldn’t get any vision from the eye; his ‘family all 
died young anyway.” 

Later in his treatment he confided that he had “al- 
ways been ashamed” of his squint, which he had had 
since childhood, but that he “twas a poor boy and got 
very little attention.” For the past 30 years he had 
headed his own successful small business, and within 
this limited sphere, and that of his home, there was 
practically never a reference to the disfigurement. 
However he was unable to produce any photograph of 
himself taken within the last three decades except a 
group picture of his bowling team. 

Surgery reduced the exotropia to cosmetic unno- 
ticeability and it was impossible for him to conceal his 
euphoria, if indeed, he tried to do so. But he did not 
want to see the preoperative pictures of himself which 
had been routinely taken for comparison purposes. 

Twelve successfully-operated adult strabismus pa- 
tients were offered prints of the pre- and postoperative 
photos of themselves. Admittedly, only five wanted 
even the postoperative picture, but all 12 refused with 
more than normal resolution to accept the pictures 
that showed them still with their deviations. Most 
operated adult strabismics immediately want to forget 
that they ever had crossed eyes, though they may have 
taken half a century to getting around to ridding them- 
selves of the cross. On the other hand, parents of oper- 
atively-corrected strabismic children repeatedly ad- 
mire the comparative pictures in the office and ask for 
prints, always of both before and after (Figure 1). 

Case 2. R.S. was a 25-year-old junior executive with 
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moderate exotropia. Disfigurement was moderate. 
Strabismus had been present since before the age of 
5, at least, initially as esotropia. Treatment had been 
limited to refraction and a short-term wearing of 
glasses in the early teens. About this time the eyes 
seemed to straighten but R.S. knew that his left eye 
had poor vision. As he finished school he discovered 
to his distaste that his left eye seemed to be deviating 
outwards. (This process of an esotropia slowly diverg- 
ing into a pretty good alignment and then on into 
exotropia often occurs as a child grows up. It frequently 
results in fair alignment during the teens, and is the 
source of that old strabismus chestnut: ‘He'll grow 
out of it.”’) 

The patient went on to college, making a good rec- 
ord, and on graduation he had a choice of jobs in in- 
dustry. He got married and all went well for several 
years. But his left eye had become more and more 
divergent. His advancement at work had not been as 
rapid as he had hoped, and he began to suspect that 
his appearance had something to do with it. He went 
for eye examination and was assured that a correction 
of his divergency could be made. He was operated 
upon and was horrified to discover that he was more 
divergent than before surgery. But he went along with 
the ocular muscle exercises next prescribed. These 
made no apparent difference in the alignment, and he 
underwent a second operation, still remaining diver- 
gent. At this time his mother, much concerned, asked 
him to return home and brought him for another 
opinion. 

This was an extremely insistent patient and de- 
manded a full review of his entire eye history. When he 
got it, it did not make him any happier. He had to be 
told that the anchoring sutures in his strabismus sur- 
gery had slipped loose and that this was the reason for 
the worsened divergency. Also that he would have to 
be satisfied with less than perfection, and that his 
chances for a permanent cure of strabismus had been 
much better when he was a child. He was operated 
upon for the third time, with a final resulting slight 
exotropia. Further operation to convert this to a slight 
esotropia, which would be less noticeable, would be 
difficult because of scarring from the multiple proce- 
dures already carried out. 

This man was extremely bitter about the role of his 
parents in not prosecuting treatment of his strabismus 
in his early years. He averred that there was no excuse, 
that he had by no means been a poor boy, or from an 
overly-large family. As a member of a family locally 
prominent for generations, he felt he might reasonably 
have expected a more interested pursuit of his disfig- 
uring squint. It was difficult for him to appreciate that 
the cosmetic defect had seemed to be improving in his 
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teens, and that his parents’ record on the investigation 
of his strabismus was about par for the course. He even 
blamed them for his recent operative mischances, say- 
ing these would never have occurred if he’d been 
treated as a child. 

Case 3. M. P. was a 33-year-old flying instructor with 
moderate esotropia. Disfigurement was relatively mi- 
nor. This man had been squinted from the age of 2 and 
had had strabismus surgery at 12. This reduced the 
esotropia in part, leaving a lesser but still noticeable 
cosmetic defect. The squint had remained a convergent 
one through adolescence and into adulthood. The vi- 
sion of the poorer eye was 20-70, that of the better 
20-20. In his late teens, M. P. learned to fly at a ci- 
vilian airport; his ocular status met civil aviation re- 
quirements, including those of flight instructor. When 
World War II started, he had had considerable flying 
experience, but his strabismus precluded military fly- 
ing, and his service was an unromantic one as an 
enlisted man in the ground forces. He admitted that he 
had been “‘very bitter” that other young men “whom 
he could fly rings around” were accepted for flight 
service. He felt that the draft board was responsible for 
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his being unable to remain in aviation, at least in ci- 
vilian status as an instructor of military cadets, of 
which there were many. 

After the war ended, there was a temporary boom in 
GI-bill training for “‘sport flying.” Then flight instruct- 
ing returned to its normal status of one of the poorer 
jobs in aviation, what with its lack of regular salary and 
dependency on the weather. M. P. was forced to take a 
job in a gas station but arranged to continue as a part- 
time flying instructor afternoons. He always wore a 
pair of large, dark flying goggles at the airport, even if 
the weather was overcast so that flying was obviously 
impossible, and even though there was no glare from 
the sun. One of his students reported that he had been 
taking lessons from M. P. for some five months before 
he first discovered that M. P. had “crossed eyes.” 
Thinking back, he remembered that he had never seen 
M. P. without his goggles. 

M. P. was first interviewed at the airport. The ex- 
aminer noted that while he did take off his goggles to 
rub his eyes, in so doing he always kept one or the 
other of the eyes closed as he rubbed them, thus hiding 
the strabismus. He felt that his parents had done well 
enough by him in seeing to it that he had had stra- 
bismus surgery, and he had come to the conclusion 
during his high school days that he would have to put 
up with some remaining misalignment. 

This man has used his vocation to provide a partial 
concealment of his eye defect. His attempts to hide his 
strabismus have been continuous, at least in recent 
days. He feels that his performance as an expert flier 
will go a long way toward disproving any impression 
that his ocular shortcomings are of any significance. 
But it remains necessary for him to prove his capacities, 
thus revealing that he is continuously aware of the poor 
impression he thinks people get of him. His tenacity 
to a job abandoned by so many others does not seem 
wholly explained by a love for flying. 

Case 4. S. B. was a 30-year-old housewife who had 
moderate esotropia. Disfigurement was moderate. 

Esotropia had appeared in the first several years of 
life. As a school girl she had been told that glasses were 
not indicated, and this was the extent of the treatment. 

S. B. came from a wealthy and socially prominent 
family and attended private finishing schools. She re- 
members very few references to her crossed eyes as a 
school girl, but the squint became a matter of consum- 
ing interest as she approached her debutante days. 
Her picture appeared in the society sections on nu- 
merous occasions, and it was always a profile photo- 
graph which showed only one eye and concealed that 
she had strabismus. There was very little if any dis- 
cussion at home about her crossed eyes, and remark- 
ably, she now recalls, no consideration ofany correction. 
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She shortly made a suitable marriage and came to 
attention only when she brought in one of her children 
for an eye examination unrelated to strabismus. Her 
most trying days with her strabismus had been just 
before her presentation to society, but when the round 
of parties and introductions began, she soon found 
that nobody seemed to notice her deviation. Soon 
after marriage, her family grew to fully occupy her 
time, and she apparently accepts her cosmetic appear- 
ance with all the familiarity and lack of resentment one 
has for an old shoe. She sees no need for surgical cor- 
rection at this time. 

Psychiatrtcally this is an all-too-rare case of stra- 
bismus. S. B. was fortunate enough to be brought up 
within rather limited social confines where politeness 
was particularly stressed and her strabismus inten- 
tionally ignored. While it is true that this silence treat- 
ment may have helped toward nothing being done to 
correct the deviation, it also apparently had the happy 
result of very little harm being done to the person- 
ality. This case clearly suggests that the psychiatric 
adjustments to strabismus derive from the nature of 
the acceptance of the defect by the surrounding s0- 
ciety, rather than from any personal origin. 

Case 5. E. J. was a 32-year-old secretary. She had 
minimum constant exotropia but frequent increases to 
severe exotropia. Disfigurement was intermittently 
severe. 

This girl had known since childhood that the vision 
of her right eye was much poorer than that of the left. 
In the teens she first became sensitive about the occa- 
sional outward wandering of her right eye. This 0c- 
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curred mostly in the latter part of the day. Her brother 
had a similar condition, also of his right eye. Consider- 
ing it a family trait, her parents never made a strong 
effort for correction during her childhood. She was 
taken for a glasses examination, and spectacles were 
prescribed, but that was the limit of treatment. Up to 
the age of 32 she had in fact no suspicion that any 
treatment for such a wandering eye was available for an 
adult. Then, again reading in the newspaper of stra- 
bismus therapy provided for children, she decided to 
investigate. 

During the interview, the patient was most inter- 
ested in how long her conjunctivae would be inflamed 
from the surgery, and how soon her eyes would be 
pale enough to return to work, in an office, incidentally, 
in which there were relatively few girls and many 
young servicemen. When assured that as far as the 
operative result would go she could return to work two 
days after surgery, she promptly insisted that she “had 
a month’s sick leave coming and might as well use it 
up.” Later on, when rapport had improved, E. J. re- 
luctantly admitted that she felt her tropia had been the 
principal obstacle to marriage, and now that it was 
removed she expected results. 

This girl showed very little of the hostility toward 
parents that is almost constant in badly-disfiguring 
tropias. This seems in large part due to the brother’s 
accompanying deviation, and to the support the two 
gave each other as they passed through the difficult 
teens with strabismus. Six weeks after E. J. had shown 
a successful operative result, her brother appeared for 
surgery. 

Case 6. D. Q. was a 52-year-old nurse with moderate 
esotropia. Disfigurement was moderately severe. 

Over a period of two years this hospital nurse was 
frequently noted to be present when children who had 
just had strabismus surgery were unbandaged on the 
day following operation, though her duties were in an- 
other section of the hospital. Her own esotropia was 
never mentioned, but she usually commented, relative 
to the children: “Isn’t that fine?” when she saw the 
cosmetic correction. On one occasion she said to the 
surgeon: “That little girl will have a fine life. Her 
whole life won’t be ruined like mine.” When it was sug- 
gested that she have a correction herself, she at first 
refused, saying “Oh, I’m too old now. It’s too late.” 
Later she admitted that it was “too late” for her to 
start life anew, this time with a pair of straight eyes, 
and to win a husband and a “normal family life.” She 
was sure she had been deprived of these only by her 
life-long strabismus. Cosmetic surgery reduced the 
esotropia to unnoticeability. While she was grateful, 
she continued to view herself as having irretrievably 
lost her one opportunity for ‘ta complete life.” 
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Strabismus is almost always tagged as the culprit 
when a cross-eyed lady passes through maturity with- 
out having been chosen in the marriage mart. True, 
the strabismus can readily be disposed of at any point, 
but the victim cannot be moved backward in time to 
her point of maximum salability. The importance of 
strabismus has been greatly underestimated in the 
past by physicians, and even this woman who had 
spent long years of her life in the hospital environment 
was unaware of the treatment possibilities for adult 
strabismus. 

Case 7. RevEREND L. was a 54-year-old minister with 
exotropia-phoria. The wandering occurred almost al- 
ways with distance vision. Disfigurement was frequent 
and obvious. 

This minister had been aware for some ten years of 
the increasing frequency with which his left eye would 
wander out of alignment laterally when he shifted his 
focus from reading to distance vision. In time it became 
very difficult to hold the eye in alignment when he was 
not accommodating for reading. (This increasing lack 
of convergence is often noted as a person ages and 
loses accommodating power. The two functions ordi- 
narily work in concert.) Reverend L’s worst moments 
came when he was delivering his Sunday sermon. 
Looking up from his Bible to face his congregation, he 
would naturally relax his near vision accommodation 
and with it, out went his eye. He could feel the eye 
slipping to the side and he always read disapprobation 
into the expressions of the front pews even if it were 
not there, as he readily admitted during the interview. 
Questioned, he acknowledged that not a single adult 
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one of his parishioners had ever referred to his stra- 
bismus. His statement made it obvious that some of the 
children had. After worrying about his pulpit appear- 
ance for a number of years, he finally came for exam- 
ination, and promptly and happily agreed to surgery. 
The results were excellent, as they almost always are 
in a tropia-phoria of this type (which is not really a 
strabismus in the ordinary sense, having none of the 
anomalous retinal correspondence elements and uni- 
ocular defective vision of a true strabismus). He asked 
for operation just before a summer leave of absence, 
and on return to the pulpit in the fall his eye no longer 
deviated. 

This very intelligent man seemed to allot to a late- 
occurring deviation just about the psychoneurotic em- 
phasis it deserved, no more and no less. He was some- 
what slow in seeking correction, but one certainly can 
agree that correction was indicated in a man whose 
stage presence means so much in his vocation. 

Case 8. P. D. was a night-club songstress in her early 
30’s. Moderate exotropia produced moderately severe 
disfigurement. 

This lady consented to interview while she was 
making a one-week stand in a Boston night club. Just 
previously she had released another record album of 


songs that was selling very well, and the last six mo ths 
had seen rapid progress in her climb to popula: ity, 
She was first noted while in a guest spot on television 
and struck the examiner because it was so difficuit to 
determine whether she really had a sizable exotropia or 
not. During that appearance on the air she constantly 
kept her eyes half closed, and much of the time she was 
glancing downward. This rather depressed physiog- 
nomy suited her mournful ballads well. 

In her night-club appearance, and at a time before 
she knew she was to be interviewed about her diverg- 
ency, she again sang exclusively sad things and main- 
tained slit-like palpebral fissures most of the time. 
When acknowledging applause she bowed her head 
down enough so that it was difficult to catch her eye 
alignment. The examiner wondered whether she might 
not have a congenital ptosis, but when the interview 
started, in private, she opened her eyes wide and kept 
them normally open. 

Rapport is difficult to achieve in such a short meet- 
ing where the examiner seems to be prying curiously 
into the patient’s most shameful defect. However, the 
response of P.D., and of the several other entertainers 
who were interviewed at various times, was noticeably 
less frigid than that of several strabismic adults of only 
ordinary notoriety. (Several such strangers were ad- 
dressed on the street for the very purpose of determin- 
ing their reactions to an unexpected discussion of the 
defects of their respective visages.) P. D. averred that 
she had always favored the dreamy, melancholy ap- 
proach in her singing career. 

Though it could not be surely determined, one 
would certainly be inclined to wonder if the physical 
style of P. D.’s song presentation had not been, at 
least in part, influenced by a desire to conceal her 
divergency, which she had had since childhood. 

Case 9. C. F., a 38-year-old movie actor had a mod- 
erate exotropia. His disfigurement was moderately 
severe. 

While on a visit to the coast, a short interview with 
this man was arranged through the courtesy of his 
studio. He had come to attention for his repeated por- 
trayals of psychotic characters on the screen, usually 
as an unshaven, vague-looking criminal of low IQ. (It 
interested me that casting directors feel it necessary 
that a mentally-ill person, as portrayed in Hollywood, 
have some visible evidence that the viewer will accept 
as a pictorial indicator of insanity, and that an eye 
deviation satisfies this requirement. Studies have shown 
that you cannot separate psychotics from mentally 
healthy people by their facial appearances, and to the 
best of my observation there is no greater percentage 
of strabismus among the mentally ill or among crimi- 
nals than among sane, law-abiding citizens. But many 
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millions must be given the unconscious suggestion 
that strabismus suggests criminal insanity when C. F. 
appears on television, as he does with fair regularity. 
Making strabismus a stigma of far more serious abnor- 
mality will make the way harder than ever for the pos- 
sessors of deviated eyes.) 

C. F. stated that as a child his eyes had crossed in- 
ward, but they had straightened as he matured and he 
had made a fair start as an actor in stock. He was play- 
ing supporting roles and was in his late 20’s when his 
left eye began to be noticeably divergent. He lost 
several roles and attributed it to his strabismus, 
though no mention was made of that. At a time when 
he really was feeling despondent about his future as an 
actor, he now recalls, he was offered a minor film role, 
his first, cast as a moronic criminal. Looking back he 
noted that he had never been out of regular work 
since, though usually cast in repugnant roles. C. F. 
refused to make a flat statement, but it was the exam- 
iner’s definite impression that he felt his strabismus 
had been the important bar to the principal roles he 
desired. Though the disfigurement had apparently 
been the “break” necessary to his career, it was clear 
that he still considered it an unrelieved liability, and 
in the single ten-minute interview, his bitterness was 
revealed, though he was gracious to the examiner. 

Case 10. J. OC. was a 75-year-old housewife with 
marked exotropia. Disfigurement was moderately se- 
vere. This lady was seen because of bilateral cataracts, 
the more advanced of which had been mature for some 
ten years. Her divergency appeared about the time the 
cataract of her right eye became dense enough to em- 
barrass any chance for binocularity even of the periph- 
eral fields of vision, that is, at about age 65. (This type 
of strabismus not infrequently appears when the op- 
portunities for fusion, which earlier in life had held the 
eyes in alignment, are interrupted by diminished acuity 


in one eye.) J. O’C. had her left cataract operated be- 
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cause there remained some question as to the integrity 
of the no-longer visible retina in her right eye. Satis- 
factory vision resulted, but there was no change in the 
divergency, nor, of course, in the whitened right pupil. 
J. O’C. was not in the least interested in having her 
exotropia corrected, even when it was explained that 
this might possibly be achieved in her case by extrac- 
tion of the second cataract with no muscle surgery 
necessary. She had recovered reading vision and her 
cosmetic defect troubled her not in the slightest. 
This case is typical of patients whose eyes deviate 
only very late in life. 


Timing of Treatment 


Strabismus is a cosmetic shortcoming whose con- 
cealment is not ordinarily feasible except by surgical 
correction. If considerable enough, it subjects its pos- 
sessor to a continuing disapprobation from the sur- 
rounding elements of society, beginning in kinder- 
garten and continuing indefinitely. Feelings of exclu- 
sion from normality are early engendered, and it is not 
surprising that a sensation of inferiority may develop. 
In practically ever case, strabismus leaves some im- 
print upon the personality, though not always a pro- 
found one. 

Because it may prove an exceedingly complex task 
to withdraw the undesirable personality adjustments 
resultant from a life-long strabismus, the indicated 
treatment is prevention. This means treatment of stra- 
bismus during childhood, the earlier the better. Un- 
fortunately, most squinting children today receive 
treatment (if they receive any at all) at what might be 
labeled a “worst possible time,” between the ages of 6 
and 12. Treatment ordinarily begins too late to achieve 
a real, functional cure—the true binocularity that is 
the only good guarantee of life-long parallelism of the - 
eyes. The early school years are not entirely an ideal 
time for a corrective surgery. Surgery at these ages 
does not have as lasting an effect in maintaining align- 
ment as surgery in adult life. 

Although surgery may be too early for longest-last- 
ing cosmetic results, it must be done anyway because 
proper alignment of the eyes is important to orderly 
personality development. 

Most adult strabismics clearly evaluate the cosmetic 
blemish of strabismus as far outweighing in importance 
the deficit in function. It is exceedingly rare that any 
functional improvement can be made in strabismus 
once maturity has been reached. On the other hand, it 
is equally rare to find a case in which some cosmetic im- 
provement cannot assuredly be made. Psychiatric con- 
siderations alone are sufficient indication for correc- 
tive surgery in adults. 
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Each year, members of a different 
well-known medal faculty prepare articles 
for this regular GP Department. 

This is the fourth of twelve 

from Baylor University. 


Practical Therapeutics 


The Treatment of Hepatic Insufficiency, Acute and Chronic 


BY HUGH D. BENNETT, M.D. AND-JOHN H. MOYER, M.D. 
Departments of Medicine and Pharmacology, Baylor University College of Medicine 


and Veterans Administration Hospital 
Houston, Texas 


PRACTICAL THERAPY of hepatic insufficiency requires 
the recognition of our failure to find specific agents ef- 
fective against the various etiologic factors in liver dis- 
ease. We are thus forced, as we are in uremia and most 
cases of myocardial insufficiency, to treat the patho- 
physiologic process as it evolves. This discussion will 
thus be directed at recognition and treatment of these 
currently identifiable and treatable processes, rather 
than at specific disease entities. The therapies pre- 
sented are based not only on personal observation of 
the authors, but also on ideas taken from other clini- 
cians and investigators. It is thus hoped to give a cur- 
rent survey of what is thought to be optimal therapy of 
hepatic insufficiency. 

Hepatic insufficiency, as used in this report, is a 
term to designate a failure of some liver function, this 
failure being of such moment as to interfere with the 
health of the individual. This definition serves to elim- 
inate from the discussion mild or borderline hepatic 
disease and potential hepatic disease, as well as focal 
disease of the liver such as neoplastic metastases which 
do not ordinarily interfere significantly with liver func- 
tion. 


General Measures in Liver Disease 
Bep Resr 
The use of bed rest in acute hepatic disease remains 


Pontroversial. The controversy is not over whether bed 
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rest should be used in the very acute phases, but rather 
as to how soon ambulation may be undertaken. 

Ambulation during the acute active phase of liver 
damage increases hepatic dysfunction and apparently 
prolongs the illness. Swift and associates believe that 
this phase ends when the serum bilirubin measures less 
than 3 mg. per 100 cc. and the retention of bromsul- 
falein in the blood is less than 10 per cent in 45 min- 
utes (using 5 mg. per kg.) Nelson followed some of the 
same patients 22 to 32 months later and found 57 per 
cent with complaints, physical signs or mild functional 
test abnormalities compatible with liver disease. Be- 
cause pathologic changes were found on liver biopsy 
in only six patients of the 40 on whom it was per- 
formed, they thought that their studies confirmed the 
benignity of early ambulation. We do not believe that 
the studies proved this, and are more inclined toward 
longer periods of bed rest. While holding in mind that 
liver function tests are fairly crude indices of liver cell 
damage, we have tended to use these as criteria for 
ambulation. 

The patient with acute hepatocellular damage (pri- 
marily hepatitis) is kept at bed rest with bedside com- 
mode until liver functions as characterized by thymol 
turbidity, cephalin flocculation, alkaline phosphatase 
and bromsulfalein tests have reached top normal values. 
The patient is then ambulated, and liver function is 
tested again after one week. If liver function tests, 
symptoms or physical findings indicate that hepatic 
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abnoriaalities have increased, the patient is again 
placed at bed rest and the process repeated. 

Should liver functions appear to be stable after four 
to six weeks of bed rest even though they fail to return 
to normal, the patient is cautiously ambulated. By sta- 
bility is meant liver function tests are neither improv- 
ing nor becoming worse. If, with the ambulation, symp- 
toms, findings or liver function tests remain stable, 
ambulation is continued. On the other hand, if liver 
function tests, physical findings or symptoms judged 
to be due to liver disease become worse, the patient is 
again placed at bed rest. A patient with continuing 
change in liver function, whether deteriorating or im- 
proving, should be kept at bed rest. 

With this system, the vast majority of patients with 
acute hepatic dysfunction are ambulated within the 
first four to six weeks. Liberality with ambulation should 
increase in direct proportion to the known chronicity 
of the hepatic disease. Patients with established cir- 
rhosis of the liver, receive little, if any, bed rest except 
during periods of acute exacerbations, and then only 
for a relatively short time. Hepatic disease calls for 
ambulation as rapidly as possible in order to avoid the 
adverse effects of bed rest, namely, economic loss, 
psychic trauma and progressive weakness. 


DIETOTHERAPY 


The most important factor in the therapy of hepatic 
insufficiency from a dietary point of view, is the intake 
of adequate calories. Other factors, while playing im- 
portant parts, are strictly secondary in importance. 
The basic diet in liver disease is a high calorie, high 
protein, high carbohydrate diet as illustrated in Table 
i. Fat is used to fill out calories. 

With the importance of intake paramount, food must 
be available when, and in the form, most acceptable to 
the patient. The therapist must cater to the patient’s 
wants, finding favorite foods, and providing in-be- 
tween-meal feedings. Attempts to stimulate appetite in 
prolonged anorexia are essential. A maneuver found 
useful is the administration of 10 units or more of reg- 
ular insulin three times a day, 20 to 30 minutes before 
each meal. By way of caution, it must be remembered 
that patients with severe hepatic insufficiency are, at 
times, quite sensitive to insulin. Steroids, as discussed 
later, are frequently successful in handling the problem 
of anorexia. Occasionally patients will tolerate con- 
tinuous drip feeding through nasogastric polyethy- 
lene tubing when they will not eat because of anorexia. 

In the presence of severe anorexia, supplemental 
glucose is indicated. Ten per cent glucose in water or 
saline, depending on electrolyte needs, is suitable. 
This may suffice as a source of calories for a few days 
but is not suitable for prolonged therapy. Parenteral 
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amino acids may be used. While potentially profita'ile, 
they have been somewhat disappointing for us. 

Chlorpromazine, while very useful in stopping \om- 
iting, should probably be avoided except in desperate 
situations where prolonged vomiting and anorexia 
occur. The risk of chlorpromazine causing liver dam- 
age may be less than the difficulty arising from lack of 
caloric intake. In this case, the drug may then be em- 
ployed. It should be kept in mind that the risk of chlor- 
promazine jaundice is only approximately one in two 
thousand, although it may be somewhat greater in pa- 
tients with liver disease. 

Therapy with vitamins is a time-honored adjunct in 
the treatment of hepatic insufficiency. There is little 
other than animal study to support their efficacy. How- 
ever, we continue to employ various vitamin prepara- 
tions. These are in the form of standard therapeutic 
vitamin capsules, administered once a day (Table 2). 

This preparation does not contain vitamin Bj» nor 
folic acid. Vitamin By2 may have lipotrophic activities 
in large doses (1,000 mcg.) but this has only been 
demonstrated in animals on low calorie diets in the 
absence of choline and inositol. We avoid Bj and folic 
acid in routine therapy because of the danger of mask- 
ing pernicious anemia. 

Oral choline chloride, 1.0 Gm. q.i.d., has been em- 
ployed routinely for its lipotrophic effects. Once again, 
proof of effect in liver disease is lacking in humans; 
however the material is not too expensive and no dam- 
age has been shown to occur. Parenteral vitamin prep- 
arations are given only in the initial anorexic and vom- 
iting stages. Crude liver extract has been abandoned in 
our treatment. Vitamin K is discussed later under 
bleeding states. For patients who are in precoma or 
hepatic coma, the standard liver diet is altered to 
eliminate protein, as there is excellent evidence that 
this may precipitate or aggravate coma. 

Salt restriction is indicated only in the presence of 
ascites or edema. Interference with appetite by sodium 
restriction should be avoided. The addition of salt sub- 
stitutes may help appetite. If this measure fails, the 
abandonment of salt restriction should be considered, 
as caloric intake is all-important in liver disease. Alco- 
hol seems to us to be hepatotoxic and is not allowed 
patients with active hepatic disease. 


STEROID THERAPY 


ACTH and cortisone profoundly affect the course 
of hepatic insufficiency associated with active paren- 
chymal disease. There is no evidence that these agents 
have effects other than in active parenchymal disease. 
They have been relatively ineffective in the end stages 
of liver destruction where insufficient liver tissue 
rather than temporary depression of liver cells seems 


Volume XIV, Number 4 


j | 
4 | 
| 
| 
] 
| 
r 
i bs 
te 
hal 
| 
| 
| 
| 
| 
| 


to be the major factor. The mechanism of these effects 
in acute liver disease is unknown. The most likely 
action is by limiting the inflammatory effect of noxious 
agents on the hepatic parenchymal cells, thus per- 
mitting function to continue until natural body de- 
fenses eventually control the infection or toxin, since 
hepatitis is generally a benign, self-limited disease. 

Our studies indicate to us that ACTH or cortisone 
may cause dramatic responses, but complications may 
occur that make the over-all results in routine use no 
better than those obtained in the control series of pa- 
tients who did not receive steroids. Therefore, we 
believe that ACTH and cortisone in hepatic insuffi- 
ciency should be handled as is surgery for peptic ulcer, 
i.e., with a high degree of individualization (Figure 1). 

Patients with mild disease characterized by few 
symptoms, bilirubin below 10 mg. per 100 cc. and no 
evidence of progression should probably not receive 
steroid therapy. However, severely ill patients who are 
markedly jaundiced, and who have severe depression 
of liver function, especially if at all progressive, should 
receive steroids as early as possible in the course of 
their disease. 

ACTH, cortisone or hydrocortisone, used in full 
doses, may be employed interchangeably. This is a 
therapeutic use of steroid therapy so that maximal 
doses are employed. The therapy we employ is ACTH, 
20 units by slow intravenous drip over six to 12 hours 
for the first three days and then 10 units by the same 
method for a total of 21 days. If hydrocortisone is used 
rather than ACTH, the doses are 300 mg. intravenous- 
ly daily in divided doses over the first three to four 
days, and then 150 mg. intramuscularly or orally daily. 
Progression of liver disease despite steroid therapy has 
called for increased dosage up to 600 mg. daily. Com- 
plications resulting from steroid therapy have included 
edema, ascites, ruptured peptic ulcer, increase of dia- 
betes mellitus, and the spread of infections. 

Along with steroid therapy, various adjunct thera- 
pies are indicated. We employ KCl, 1 Gm. three times 
daily, orally, or 40 mEq. slowly intravenously, daily. 
The intravenous medication is given only in the pres- 
ence of vomiting. Sodium chloride restriction is not 
routinely carried out, due to its adverse effect upon the 
appetite. Should edema develop, it is often controllable 
by mercurial diuretics. Only if mercurial diuretics fail 
is sodium restriction instituted. As soon as the patient 
can take oral medications, antacids are indicated in 
the form of aluminum hydroxide gels. The dosage 
usually employed is three teaspoonfuls each hour while 
awake. ‘This should be alternated with milk given on 


| the hal!-hour in three ounce doses. The milk will have 


to be o: :itted if impending coma or an elevated blood 
ammon:» level is found. 
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High Protein, High Carbohydrate Diet 


Princirtes: This diet is high in protein, carbohydrate and calories. 
It is employed in the treatment of liver diseases. 


Approximate Compostrion: Carbohydrate ..........-- 450 Gm. 


Succestep Damy Meat Ptan: 


Breakfast Lunch and Dinner 

Fruit or Juice Fruit Juice or Soup 

Cereal Meat—2 servings 

Eggs—2 Potatoes 

Toast—3 slices Vegetable 

Butter—1 tsp. Relish or Salad 

Jelly, Sugar—3 Tbsp. Bread—% slices 

Milk—1 pint Jelly, Sugar—3 tsp. 

Coffee Dessert 

Cream Milk—1 pint 

Table 1. 

Therapeutic Vitamins 
Vitamin A (synthetic)...................... 25,000 USP Units 
Vitamin D (irradiated ergosterol)............ 1,000 USP Units 
Thiamine mononitrate (B;).................. 10 mg. 


Table 2. 


The duration of therapy was initially determined by 
trial and error. We found seyere relapses occurring 
when we withdrew the ACTH or steroids within the 
first two weeks. Therapy is now continued for three 
weeks. When steroids are to be discontinued they are 
gradually reduced over a four- to five-day period. 
ACTH, 40 units, intramuscularly may be given at the 
time of withdrawal of hydrocortisone or cortisone. 
Then the ACTH is tapered to zero in a few days. 

The results of such therapy in infectious hepatitis 
and serum hepatitis, as well as in toxic hepatitis, are 
good. We have also treated a patient with phosphorus 
poisoning with excellent results. Steroid therapy in 
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chronic hepatic insufficiency gives less predictable re- 
sults. When hepatocellular damage is acute, in patients 
with cirrhosis, steroids are probably indicated. How- 
ever, if the picture is one of ascites and edema, steroids 
have been of little or no aid, and in many cases are 
damaging. Patients with cirrhosis who have impending 
coma or are already in coma deserve a trial of steroids. 
The results of steroid therapy in this state have been 
erratic, with occasional dramatic responses and many 
failures. 

Bleeding esophageal varices constitute a relative 
contraindication to steroid therapy, as increased bleed- 
ing by peptic erosion of varices may occur. It should 
be remembered that the incidence of peptic ulcer is 
increased to about 18 per cent in patients with portal 
cirrhosis. Antacid therapy must thus be even more 
vigorous in cirrhosis than in hepatitis when steroids 
are employed. Other well-known contraindications to 
steroid therapy are active tuberculosis, active bacterial 
infections, and of course Cushinoid states. 

Amyloid disease of the liver has not responded to 
steroid therapy in our experience. Granulomatous 
tuberculosis of the liver (as a matter of fact, tubercu- 
losis anywhere) constitutes a contraindication to ster- 
oid therapy. If such therapy is thought necessary, pa- 
tients must be kept on rigorous antituberculosis ther- 
apy. Boeck’s sarcoid of the liver, with jaundice, has 
responded well to steroid therapy on several occasions. 
This response is at times slow. Our results in hemo- 
chromatosis have been disappointing, and the diabetes 
may be made worse. We have not used steroids in 
chlorpromazine jaundice because of the benignity of 
the disease and the short duration of jaundice. 


Clinical Syndromes of Hepatic Insufficiency 
JAUNDICE 


The jaundice of hepatic insufficiency rarely presents 
a severe problem in management. It usually subsides 
with therapy of the underlying disease. 

Rarely, pruritus accompanying jaundice becomes 
severe. This is most common in the obstructive types 
of jaundice, such as cholangiolytic hepatitis. Local 
measures should first be tried, in the form of cautious 
sedation (see drug toxicity) and the local application 
of calamine lotion. Should these simple measures fail, 
steroids are of great aid. So rapid is the response of 
hepatocellular jaundice to these agents that a marked 
drop in bilirubin within three or four days has been 
suggested as a differential test for hepatocellular versus 
post-hepatic obstructive jaundice due to carcinoma or 
stone. Chlorpromazine, 25 mg. orally, q.i.d., has been 
quite effective in relieving pruritus. However, once 
again the potential hepatic toxicity makes this agent 
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not the one of choice, unless other medications are 
contraindicated or fail. 


DirruseE BLEEDING AND BLEEDING TENDENCIES 


Bleeding tendencies are found in obstructive jaun- 
dice and in severe hepatic insufficiency. Thorough 
clinical and laboratory investigations are necessary in 
order to ascertain the various pathophysiologic mech- 
anisms. It is not intended to present the differential 
diagnostic criteria, but merely to discuss therapy of 
each syndrome delineated. 

Hypoprothrombinemia. There are two major causes 
of hypoprothrombinemia in hepatic insufficiency. That 
found in obstructive jaundice is due to poor absorption 
of fat-soluble vitamin K secondary to the absence of 
bile salts in the bowel. The second type is due to 
hepatocellular insufficiency in either storage or manu- 
facture of prothrombin. In many clinical states, a mix- 
ture of the two varieties may be found, as for instance, 
in infectious hepatitis. 

The hypoprothrombinemia due to the absence of 
bile in the bowel responds readily to the oral adminis- 
tration of Menadione (synthetic vitamin K analog), | 
mg. twice daily given along with ox bile extract tablets, 
gr. 5, b.i.d. (enteric coated). This condition will also 
respond rapidly to intramuscular Menadione, | mg, 
b.i.d. The rapid response to therapy implies an ob- 
structive factor in the jaundice. 

The hypoprothrombinemia of severe hepatocellular 
insufficiency responds less rapidly and less completely 
to parenteral or oral vitamin K therapy. Vitamin kK, 
oxide is at times effective in liver disease and may be 
administered intravenously in doses of 50 to 75 mg. 
Should the prothrombin concentration fail to rise upon 
the administration of parenteral vitamin K prepara- 
tions over a few days, more vigorous vitamin K therapy 
is not indicated. Increasing hypoprothrombinemia has 
been observed in the presence of massive continued 
parenteral vitamin K therapy in advanced liver disease. 
This is a rebound phenomenon perhaps due to ex- 
haustion of stored prothrombin factors in the liver. 

Not all hypoprothrombinemias found in liver disease 
are secondary to the liver disease per se. The broad- 
spectrum antibiotics, destroy the bacteria in the bowel 
that are responsible for the production of absorbable 
vitamin K from food. Salicylates in large doses have a 
well-known depressant action on prothrombin con- 
centration and should be avoided. 

It is not absolutely essential to correct prothrombin 
deficiency unless it is severe, i.e., below 20 per cent, 
or unless other bleeding tendencies make a higher 
prothrombin concentration more comforting to the 
physician. However, if hypoprothrombinemia must be 
corrected, and vitamin K preparations fail, plasma and 


GP Volume XIV, Number! 


ay 
| 
| 
| 
: | 
| 
| 
4 q 
P 
ts 
ta 
— 
4 
| 
| 
é 
r 
= 
{ 
ae 
( 
( 
t 
I 
t 
( 
| 


DURATION OF ABNORMAL FINDINGS 
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Figure 1. The results of treating every patient with hepatitis by giving 
ACTH for 21 days, compared with controls of similar severity. Note 
that over-all results demonstrated little benefit. This has led us to 
use ACTH only for patients with severe hepatitis. 


whole blood will temporarily correct the prothrombin 
deficiency. The treatment of choice is fresh whole 
blood, 200 to 250 cc., twice daily, if necessary. The 
prothrombin value may rise for only a relatively few 
hours following transfusion. Plasma can be employed. 
The pooling of plasma leads to increased danger of 
the transmission of infectious and serum hepatitis. 

Thrombocytopenia. Thrombocytopenia is not a direct 
result of hepatic insufficiency. This cause of bleeding 
is associated with hepatic insufficiency mainly in two 
states: (1) acute toxic depression of the bone marrow, 
and (2) the hypersplenic syndrome accompanying the 
portal hypertension of cirrhosis. These states can or- 
dinarily be differentiated by complete hematologic 
studies, including bone marrow aspiration. 

Emergency treatment in each condition consists of 
fresh whole blood transfusions. ACTH and cortisone 
may have a temporarily beneficial effect. Platelets may 


or may not rise with steroid therapy, but bleeding often 
ceases, 


Splenectomy in hypersplenism rapidly alleviates the 
thrombocytopenia. However, the hypersplenic throm- 
bocytopenia in liver disease rarely requires splenec- 
tomy. We have had to perform this operation for bleed- 


ing only twice in the last 1,000 patients with cirrhosis 
of the liver. 
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Bleeding occasionally results from excessive circu- 
lating heparin or excessive sensitivity to heparin. The 
slow intravenous administration, 10 cc. per kg., of a 
0.04 per cent solution, of toluidine blue in saline twice 
daily may prevent bleeding in these cases. This therapy 
does not affect platelet counts. 

Fibrinogenopenia. The liver is the source of blood 
fibrinogen, and theoretically lack of this factor could 
develop in severe hepatic insufficiency. We have never 
seen bleeding attributable to this cause in liver disease. 


ESOPHAGEAL VARICES AND GASTROINTESTINAL BLEEDING 


The insufficiency of the hepatic vascular bed found 
in cirrhosis may give rise to increased portal pressure 
and esophageal varices. Gastrointestinal hemerrhage 
in a cirrhotic patient is usually due to bleeding 
esophageal varices. However, peptic ulcer, gastritis, 
esophago-gastric tears (Mallory-Weiss syndrome), and 
the various causes of diffuse bleeding must be con- 
sidered. There is actually an increased incidence of 
peptic ulcer in Laennec’s cirrhosis. Definitive diagnosis 
is often not possible until bleeding has ceased. Our 
attempts at early, emergency x-ray and esophagoscopic 
examinations have not been successful in deriving a 
definitive diagnosis in most cases. We have, therefore, 
elected to treat first and diagnose later. 
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Mild to moderate bleeding which causes no blood 
pressure drop and little, if any, tachycardia is treated 
in the same manner as bleeding peptic ulcer. This 
therapy consists of absolute bed rest, 3 teaspoonfuls 
of aluminum hydroxide-magnesium trisilicate gel each 
hour on the hour, and whole milk, 3 ounces every hour 
on the half hour. This therapy is continued both day 
and night. Whole blood transfusions are given as indi- 
cated by serial hematocrit determinations and the clini- 
cal status of the patient. Vomiting is controlled by the 
use of parenteral fluids containing appropriate elec- 
trolytes. If emesis persists, we do not hesitate to use 
intramuscular chlorpromazine (10 to 25 mg.). 

An initial attempt is made to correct any existing 
prothrombin deficiency by the use of vitamin K; oxide, 
50 to 75 mg. intravenously. Sedation in the form of 
small doses of Demerol may be indicated. Gastroin- 
testinal intubation is not carried out because of the 
danger of local trauma to varices. Penicillin is given in 
doses of 300,000 units intramuscularly, twice daily, 
and atropine, gr. 1/150, is given parenterally every 
six hours. Oral mineral oil and enemas may be neces- 
sary after acute bleeding has ceased because aluminum 
hydroxide plus blood often causes severe constipation. 
We have seen severe fecal impaction if mineral oil is 
not employed. 

In cases of massive or persistent bleeding, the 
Sengstaken tube is employed (Figure 2). The use of 
this tube is a valuable adjunct in the treatment of 
bleeding esophageal varices. While complications do 
arise from its use it has succeeded in cutting our over- 
all mortality approximately in half. Figure 3 illustrates 
the correct placement of the tube and Table 3 contains 
the directions given our resident physicians for its 
proper use. 

Massive transfusions may be indicated. Our average 
blood replacement for patients with massively bleeding 
esophageal varices has been 14 liters of whole blood. 

With the tube in place, and properly functioning, a 
continuous drip of antacids and milk, and high carbo- 
hydrate, high protein formula can be carried out 
throughout the day. Care must be taken that this is 
administered through the gastric tube, and not into 
the gastric, or esophageal balloon. 

Periodic aspirations from the gastric tube help check 
on continuation of bleeding. Should bleeding continue, 
adjustment and traction may be necessary. Pressures 
within the esophageal balloon may have to be raised 
to as high as 60 mm. of mercury. 

Electrolytes may be given intravenously as needed, 
although often fluids and electrolytes can be adequate- 
ly maintained through the gastric tube. 

The Sengstaken tube is left inflated in situ as di- 
rected for 72 hours. It is then deflated, but left in 
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place for another 24 hours, and finally removed if no 
bleeding occurs. Fluids must not be given orally while 
the tube is inflated or aspiration into the lungs may 
result. 

The post-bleeding care of patients with esop|iageal 
varices consists of all those measures discussed under 
general measures save for the use of ACTH and adrenal 
steroids, which are practically never employed unless 
coma likewise occurs. 

All patients who have bled from esophageal varices 
are potential candidates for shunting procedures. Some 
of these patients, however, will not have adequate liver 
function to permit surgery, and a few will have their 
esophageal varices disappear under medical manage- 
ment. Our indications for portocaval or splenorenal 
anastomosis are as follows: (1) patient must have 
esophageal varices; (2) these must have bled; (3) 
varices must not be disappearing; (4) liver function 
must be adequate (BSP less than 30 per cent and AG 
ratio greater than 1.5/1.0 with albumin over 3.0 Gm). 

Because of the spontaneous disappearance of eso- 
phageal varices, patients should be esophagoscoped im- 
mediately prior to surgery. Minor variations in the size 
of the esophageal varices should not be cause for de- 
ferring surgery indefinitely. Our current surgical choice 
is portocaval anastomosis, unless hypersplenism is 
present, in which case splenorenal anastomosis is 
chosen. 

Those patients with esophageal varices who have 
never had gastrointestinal bleeding are not offered 
prophylactic surgical shunts. They are treated medi- 
cally with antacids and milk, and are observed at six- 
month intervals by x-ray, in order to determine the 
progression of the varices. In our experience, approxi- 
mately 80 per cent of esophageal varices can be demon- 
strated on x-ray, if special techniques are employed. 
All esophageal varices should be confirmed at least 
once by esophagoscopy, and those patients suspected 
of having varices, which are not seen on x-ray, should 
be esophagoscoped. 


ASCITES AND EDEMA 


Edema. This symptom is rare in acute hepatitis. 
Therefore, this part of the discussion is primarily 
related to the hepatic insufficiency of chronic hepa- 
titis and cirrhosis. 

Edema has several demonstrable etiologic sources. 
Most of our cases have been associated with low serum 
albumin. A level of approximately 2.5 Gm. per cent 
has been found to represent the edema level. This 
albumin level may be apparently exceeded in some 
cases of edema where chemical determination of the 
albumin-globulin ratio is carried out. This is probably 
due to the inclusions of alpha-globulin in such deter- 
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minations. Electrophoretic studies often serve to con- 
firm the presence of hypoalbuminemia. Some patients 
show edema in the absence of hypoalbuminemia or 
other known causes for edema. Presumably the edema 
is due to salt and water retention (poor detoxification 
of antidiuretic hormone?, estrogens”). 

The treatment of edema due to hepatic insufficiency 
must include treatment of the basic underlying disease 
as previously discussed. Sodium restriction (800 mg. a 
day) is indicated, particularly if edema is severe or 
ascites is progressing. This may be reduced to 200 mg. 
daily if necessary, but adequate caloric intake is then 
difficult to obtain. 

Mercurial diuretics, 1 to 2 cc. each day if necessary, 
will often aid in diuresis. The enhancement of mercu- 
rial diuretic action with various chloride salts has been 
found useful. Because ammonium chloride has led to 
coma in patients with previous hepatic damage, other 
salts are recommended. Roberts and associates report 
good results in mercurial-fast patients with calcium 
chloride, 10 Gm. daily, and 40 to 60 mEq. of potassium 
daily. Carbonic anhydrase inhibitors rarely cause ade- 
quate diuresis, and have been implicated in the pro- 
duction of impending hepatic coma. 

A high protein diet is employed unless contraindi- 
cated by impending hepatic coma. The parenteral ad- 
ministration of human albumin is of little value. The 
body seems preferentially to consume the protein for 
calories rather than to raise the blood albumin. 

Ascites. The basic treatment of ascites consists of the 
same therapy as outlined in edema due to liver disease. 
Paracentesis should not be done for the relief of as- 
cites, except for the relief of severe pressure symptoms, 
such as pain and dyspnea. Small amounts may be 
taken through a small caliber needle for diagnostic 
purposes. The albumin of ascitic fluid is in dynamic 
equilibrium with that of the serum, so that continued 
loss of ascitic fluid merely leads to progressive hypoal- 
buminemia. 

Hepatic coma has been rapidly precipitated by ex- 
cessive loss of ascitic fluid. Various buttons and drain- 
age schemes for gradually draining ascitic fluid have 
failed in our hands. 


ANEMIA 


Anemia is frequent in chronic hepatic insufficiency 
but quite rare in the acute forms. The anemia is usually 
hypochromic, but responds poorly to iron therapy. 
This anemia tends to disappear as liver function im- 
Proves. Transfusions are not indicated unless the 
anemia is profound and is causing symptoms. They 
raise the blood count only temporarily. High protein 
intake, ferrous sulfate, gr. 5, orally q.i.d., and measures 
amed at liver function improvement often suffice. 


GP October 1956 


to stomach balloon 


Figure 2. Sengstaken tube demonstrating the various lumina. The 
gastric balloon is shown both inflated and deflated. 


Parenteral iron therapy in large amounts is potentially 
dangerous. It is given only when radioactive iron stud- 
ies indicate inadequate iron absorption. 

Hypersplenism occasionally causes severe anemia, 
which responds to splenectomy. If liver function is not 
adequate to permit splenectomy, ACTH therapy may 
help in carrying the patient until such time as hepatic 
status permits surgery. The hypersplenic syndrome 
may undergo spontaneous remission. 

While often given in liver disease, vitamin By ther- 
apy has rarely effected a reticulocyte response or im- 
provement of anemia. 
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Figure 3. Sengstaken tube in position and inflated. 


Blood-loss anemia is always a possibility in hepatic 
disease. It must be carefully sought for by history, 
thorough testing of the stools, and physical findings. 
The reticulocyte response is a help in differentiating 
this anemia from that caused primarily by liver disease. 


Druc INTOXICATION 


The liver is a major site of excretion and detoxica- 
tion of many drugs. In profound hepatic insufficiency, 
these pathways of elimination from the body may be 
compromised, with resultant accumulation of the drugs 
in abnormally high concentration. Natural hormones 
may also be poorly handled by the damaged liver. In 
the case of estrogens, this leads to the presence of 
gynecomastia and spider nevi. Some of the edema of 
liver disease is probably due to poor detoxication of the 
antidiuretic hormone. 

Among the administered drugs, the sedatives and 
analgesics cause most trouble. No truly ideal sedative 
has been found for use in advanced liver disease. The 
long-acting barbiturates (example: phenobarbital) that 
are excreted via the renal route are preferred to the 
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short-acting barbiturates (example: pentobarbita!) that 
are detoxified in the liver. Morphine is a major offender, 
and has caused some of our patients to develop coma 
over periods of days when given doses as small as 1/6 
gr. N-allyl-normorphine (Nalline) has been used to 
counteract morphine effects with some success. Dem. 
erol is preferable to morphine, but even here, small 
doses are indicated initially. Chlorpromazine has proy- 
en very useful in delirium tremens. Paraldehyde may 
be used, but once again caution must be exercised 
because hepatic detoxication plays a part in the han- 
dling of this drug. 


Tue HEPATORENAL SYNDROME 


This clinical syndrome is rare but must be recog- 
nized and treated when it occurs. Many patients with 
hepatic disease have varying degrees of oliguria, un- 
related to the true hepatorenal syndrome and caused 
by factors such as poor fluid intake, emesis, fever and 
circulatory failure. In general, the urine in these cases 
is concentrated. 

The hepatorenal syndrome has occurred in our ex- 
perience only in deeply jaundiced patients, and, usual- 
ly in patients who are extremely ill. The combination 
of marked bilirubinemia and vascular insufficiency 
seems implicated. As implied above, the urinary spe- 
cific gravity is ordinarily low, that is, around 1.010 or 
less. This syndrome resembles that of lower nephron 


nephrosis. 


The therapy of the liver disease in these patients 
remains the same as previously outlined. ACTH or 
another steroid is indicated in an attempt to improve 
liver function and to lower bilirubin levels. 

The management of the renal complication is the 
same as for lower nephron nephrosis. The greatest 
danger in these people is excessive fluid administration 
(pulmonary edema). They have lost their ability to 
excrete water, and therefore must not be given liquid 
in excess of that which they eliminate through the 
urine, plus insensible losses. The usual rule is to ad- 
minister 600 to 700 cc. of fluid by any route plus an 
amount equal to the urinary output in a given 24-hour 
period. Unusual losses, such as by gastric suction and 
diarrhea, must be compensated for. It should be re- 
membered that fluids include food (water derived from 
carbohydrate, fat and protein metabolism), water, 
parenteral fluids, ice chips, etc. Particular attention 
must be given to the administration of ice chips, 
patients may absorb large quantities of fluid by this 
procedure. Electrolytes are allowed to reach levels 
considered quite low in other states. Attempts to cor- 
rect electrolyte deficits are carried out only within the 
fluid limitations mentioned, and generally only when 
dire symptoms arise. 
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The aim in therapy is to allow sufficient time for the 
administered steroids to effectively lower bilirubin and 
improve liver function. At the same time, one must 
avoid “drowning” the patient. At times the artificial 
kidney may be life-saving. Calories are important and 
often cannot be administered within the limitations of 
total fluid. If the artificial kidney or peritoneal dialysis 
can be employed, sufficient fluids may be removed to 
permit greater caloric intake. 

A particularly difficult dietary problem is presented 
by the combination of severe hepatic disease and renal 
disease. Protein excess is indicated for therapy of the 
liver disease but serves as a source of excess potassium. 
Potassium poisoning is a frequent fatal phenomenon in 
uremia. We compromise by giving a high carbohy- 
drate, high fat diet, with little protein. Tube feedings 
may be necessary, but once again volume must be care- 


fully watched. 


Hepatic CoMA 


Hepatic coma is all too often diagnosed because a 
patient with liver disease has become comatose. Other 
states, such as the failure of drug detoxification (mor- 
phine and barbiturates), end stages of delirium tre- 
mens, cerebral vascular accident, uremia or electrolyte 
imbalance, can and do cause coma in patients with 
liver disease. These must be identified so that proper 
corrective therapy can be administered. It is not within 
the scope of this discussion to cover the therapy for 
these other causes of coma. 

A particular type of coma can be recognized as most 
likely hepatic in origin. This syndrome has an insidious 
onset. The patient becomes drowsy, but can be aroused. 
A flapping type of tremor may occur in the extremities. 
Eventually, the patient drops off into a state resembling 
deep sleep, from which he cannot be aroused. Death is 
the usual outcome. 

The recent implication of elevated blood ammonia 
levels in some, but not all, patients with this clinical 
syndrome has led to the development of a more or less 
specific therapy. Figure 4 illustrates a possible physi- 
ologic mechanism for “ammonia intoxication” and 
demonstrates possible sites for the action of glutamate. 

The normal progression of the Krebs cycle is essen- 
tial for cerebral metabolism (Figure 4). Any interfer- 
ence with this progression interferes with cerebral en- 
ergy supplies. Thus, consciousness is depressed, and 
ultimately vital functions cease. The failure of the liver 
in advanced liver disease to form urea from ammonia 
and water has long been recognized. The excess am- 
monia, probably in a combined form, circulates in the 
vascular system, thus reaching the brain. Here am- 
monia can conceivably combine with alpha keto-gluta- 
rate to form glutamate. Glutamate can further combine 
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with ammonia to form glutamine. Removal of alpha 
keto-glutarate disrupts the Krebs cycle, thus interrupt- 
ing essential energy supply. The addition of glutamate 
as monosodium glutamate might break this pathologic 
mechanism in two ways: (1) by mass action, the addi- 
tion of glutamate forcing the equation alpha keto- 
glutarate + ammonia = glutamate, to the left toward 
the formation of more alpha keto-glutarate; and (2) 
glutamate could combine with the excess ammonia to 
form glutamine, thus removing ammonia from circu- 
lation. 

This explanation is an attempt to present a biochem- 
ical phenomenon in a simple manner, and, is therefore 
subject to some inaccuracies. However, it offers a 
scheme that serves to explain the various clinical facts. 
It also fits in with theories postulating the shunting of 
ammonia and ammonia-containing compounds around 
the liver in cirrhosis of the liver and in Eck-fistula dogs. 
This shunting leads to increased ammonia concentra- 
tions and to the sequence of events previously de- 
scribed. It further explains the precipitation of coma 
in patients with hepatic disease by the administration 
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instructions for Use of Sengstaken Tube 


Prior To INTRODUCTION: 


5. 


Read instructions totally. 

Test tube as to patency of gastric suction lumen, gastric balloon 
and esophageal balloon, by the introduction of air from a 50 cc. 
syringe into each lumen. 

Inflate gastric ball to 14% times the size of your doubled fist and 
determine the number of cc. of air needed. 

Thoroughly collapse tube by squeezing. 

Lubricate tube lightly with mineral oil. 


INTRODUCTION: 


Insert tube through the nose until 40 cm. mark is no longer 
‘sibl 


’ Inflate gastric ball with previously determined air volume, using 


hemostat to hold air. 

Pull gastric bail snugly against cardia by gentle traction on 
tube, and hold it there until the next step is completed. 
Inflate esophageal balloon to 25-30 mm. Hg by connecting 
mercury manometer and blood pressure apparatus bulb to 
lumen of esophageal balloon through a T tube, clamp with 
hemostat. 


. Fasten tube at nares with tape or cork. 
. Replace hemostat on gastric balloon tube with permanent screw 


clamp. Do not let the air escape. 


MAINTENANCE: 


1. 


2. 


Connect gastric suction tube to suction apparatus, and aspirate 
regularly for blood. The patient may later be given food and 
antacids by slow drip through this lumen. 
If bleeding persists: 
a. Check for positioning. 
(1) Markings on tube. 
(2) Portable x-ray if sufficient time available. 
b. Increase esophageal balloon pressure to maximum of 60 mm. 
Hg. 
c. Place traction on tube if above measures fail. 
(1) Elastic band from tube at nose to adhesive band at chest. 
(2) Attach heavy cord at nares, lead to pulley and suspend 
Y% to 1 lb. weight 2 inches above floor. 
Patients with Sengstaken tube in place should have special 
attendant. 


DIsconrTINUING : 


1. 


2. 
3. 


Leave tube in place and inflated at least 72 hours after evidence 
of bleeding ceases. 

Deflate tube and leave in situ 24 hours, then remove. 
Maintain patient on antacid therapy after tube removed. 


Table 3. 


of ammonia-containing salts (ammonium chloride) as 
well as by Diamox, high protein diets and starvation. 
The use of bowel-sterilizing antibiotics which destroy 
ammonia-producing bacteria is given a rational basis. 

The association of low serum magnesium levels with 
elevated ammonia levels and precoma is as yet un- 


140 


explained. Magnesium is essential in the Krebs cycle 
and may be thus involved in the mechanism. Normal 
fasting levels for blood ammonia are 120 to 180 gamma 
per 100 cc. of whole blood. Levels above 180 gamma 
are compatible with a diagnosis of hepatic coma due 
to this mechanism. 

Treatment with intravenous monosodium glutamate 
provided in 4-Gm. 20 cc. vials (Sherman Laboratories) 
has led to recovery from coma in 12 consecutive pa- 
tients who had elevated blood ammonia levels. In each 
case, the blood ammonia level fell to normal as recovery 
occurred. We have also been able to achieve this re- 
peatedly in the same patient. Patients without elevated 
blood ammonia levels, but in presumed hepatic coma, 
have failed to respond to this medication. 

The quantity of monosodium glutamate adminis- 
tered is of importance. A minimum of 24 Gm., over a 
period of six to eight hours, is administered. Often 
larger doses have been necessary, and as much as 124 
Gm. per 24 hours can be used with good results. The 
necessity for repeating the dosage can be determined 
by following the patient’s clinical state carefully and by 
serial blood ammonia levels. 

While the above therapy has been an excellent 
emergency treatment, more lasting concomitant ther- 
apy consists of (1) elimination of the protein from the 
diet in order to limit ammonia formation ; (2) provision 
of high caloric intake in order to spare the consump- 
tion of body proteins; (3) the use of a broad-spectrum 
antibiotic (tetracycline drugs) orally in an attempt to 
sterilize the gut, thus eliminating ammonia-forming 
bacteria; (4) bed rest in order to reduce energy re- 
quirements; and (5) oral glutamate in the form of 
Accent” in dosages of 10 Gm. per day by capsule. 
Steroid therapy may be successful in active hepatocel- 
lular disease, but is less so in the end stage of liver 
disease. 

The forms of hepatic coma unassociated with ele- 
vated blood ammonia levels are poorly understood. 
Electrolyte imbalances must be corrected, uremia 
treated, and drug intoxication eliminated. Despite the 
absence of blood ammonia elevation, monosodium 
glutamate is perhaps indicated. Additional therapies 
include steroids, antibiotics and high carbohydrate 
intake. 

Respiratory acidosis secondary to hyperventilation 
has been correlated recently with early hepatic coma. 
This is presumably due to stimulation of the respira- 
tory center by ammonia, with increased rate and depth 
of respiration and consequent elimination of COs. This 
may well be another, but not the sole mechanism, 
whereby hepatic coma is induced. The inhalation of 
oxygen containing 5 per cent COz could be tried as 
therapy. Treatment with monosodium glutamate 
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Summary of Treatment 


Clinical Syndrome Emergency Therapy 


Long-Term Therapy 


Jaundice; Pruritus . ’ Calamine lotion, sedation (caution), Treatment of underlying disease; 
steroids (ACTH 20 U. I. V. daily or surgery for obstructive jaundice. 
cortisone 300 mg: I. M. daily), 
chlorpromazine (25-50 mg. q.i.d.) 


Bleeding Tendencies 
1. Hypoprothrombinemia Vitamin K; oxide, 50-75 mg. I. V.; Vitamin K (Menadione) 1-5 mg. 
fresh whole blood or plasma (250 cc. b.i.d. with ox bile extract, 300 mg.; 
q. 12 h.) Vitamin K (Menadione) 1 mg. I. M. 
b.i.d.; stop salicylates and broad- 
spectrum antibiotics. 
2. Thrombocytopenia Fresh whole blood, 0.4% Toluidine Bed rest, diet, steroids, ACTH, 10 U. 
Blue I. V. slowly, 10 cc./kg.; ACTH, I. V. daily, or cortisone 100 mg. J. M. 
20 U. I. V. slowly daily or cortisone, daily. Splenectomy if above fail. 
300 mg. I. M. daily. 
Gastrointestinal Bleeding Whole blood, Sengstaken tube, Ky Correct bleeding tendencies, alter- 
oxide, 75 mg. I. V. nate milk and cream 3 oz. with alumi- 
num hydroxide gel 3 drams, q. 4% to 
1 hr. Interval portocaval shunt in 
persistent varices; gastric resection 
in recurrent ulcer. 
Ascites and Edema Paracentesis in severe pressure dis- Mercurial diuretic, 2 cc. I. M. q. alt. 


tress, mercurial diuretic. day. Calcium chloride, 3-4 Gm. t.i.d.; 
800 mg. sodium, high protein, high 
calorie diet, bed rest, avoid steroids. 


Hypochromic ° Severe—whole blood. High protein, high ‘calorie diet, fer- 
Hypersplenic Severe—whole blood. rous sulfate, 300 mg. t.icd. ACTH 
Blood loss Severe—whole blood. and cortisone in _hypersplenism. 
Other Severe—whole blood. Treatment of gastrointestinal bleed- 
ing. Vitamin Bye, folic acid as indi- 
cated. 
Drug Intoxication Drug antagonist; morphine-Nalline, Withdraw drugs. 


barbiturates-stimulants, hypoten- 
sion-norepinephrine. 
Hepatorenal Syndrome ACTH or cortisone, no fluids. No protein, high calorie diet; limit 
fluids to 700 cc. plus output; peri- 
toneal dialysis, oral potassium with 


diuresis. 
Hepatic Coma Monosodium glutamate 24-120 Gm. Eléctrolyte correction ; continue ster- 
I. V. daily ; 5% COz inhalations (?) ; oids; parenteral or tube; high cal- 
ACTH or cortisone; 10% glucose orie, low protein intake; therapeutic 
with therapeutic vitamins 1, V. vitamins; bed rest; broad-spectrum 
antibiotics. 


Table 4. 


should not be abandoned as it seems more closely to we must treat pathophysiologic mechanisms because 

attack the basic mechanism. we have little to offer in effective therapy against spe- 
cific etiologic agents. 

Summary 


Practical therapy of hepatic insufficiency in its varied A bibliography accompanying this article is available upon re- 
forms is summarized in Table 4. It is emphasized that —_ quest from the Editorial Office of GP. 
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Oral Cholecystography in Liver Disease 


VisuALIZATION of the gallbladder using oral cholecystog- 
raphy depends on an adequate blood level of dye 
following its absorption, its removal and excretion by 
the liver, and its entrance into and concentration by 
the gallbladder. Mandel, Gaines and Marilley comment 
that it has been stated that cholecystography is con- 
traindicated in liver disease with jaundice, for one 
cannot determine whether the failure of visualization 
of the gallbladder is due to liver disease or to gallblad- 
der disease. 

In an attempt to elucidate this problem, these au- 
thors correlated the serum bilirubin level, the retention 
of bromsulfalein dye, and gallbladder visualization in 
40 patients with varying degrees of liver disease. Their 
results indicated that the presence of liver disease with 
jaundice is not a contraindication to cholecystography. 
They also noted that the degree and not the type of 
liver disease determined whether the liver was able to 
extract the dye from the blood stream. In general, a 
dye retention below 20 per cent and a total serum 
bilirubin value lower than 5 mg./100 cc. does not 
interfere with gallbladder visualization. When the 
level is between 20 per cent and 30 per cent and 
serum bilirubin values range from 5 to 10 mg./100 
cc., a gallbladder may or may not be visualized. Values 
above these levels usually interfere with good gall- 
bladder filling. When the gallbladder is not visualized, 
another study with a double dose of the dye is recom- 
mended. 

The authors also noted that if visualization does not 
occur as the liver function tests return toward normal, 
a likely cause is extrahepatic disease. Furthermore, the 
failure of gallbladder visualization in mild or moderate 
hepatic disease suggests an extrahepatic cause for non- 
visualization. Thus, used in this way, oral cholecystog- 
raphy may be helpful in differentiating extrahepatic 
from intrahepatic causes of jaundice. (Arch. Int. Med., 
97 :335, 1956.) 
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Tips from Other Journals 


Prognosis in Vocal Cord Paralysis 


Huppter and his associates report a follow-up study of 
181 patients with vocal cord paralysis of undetermined 
cause. These patients were placed in five categories on 
the basis of common factors associated with the onset 
of symptoms. In one group, respiratory infection pre- 
ceded the onset of symptoms. Mechanical factors pre- 
ceded symptoms in another group. These factors in- 
cluded throat clearing, coughing or shouting. In the 
third group, “benign masses” without previous surgi- 
cal treatment, such as adenomatous goiter, substernal 
goiter or pharyngo-esophageal diverticulum, were pres- 
ent. Group four included five patients who had had 
cancer prior to vocal cord paralysis. These were in- 
cluded because an interval of five years or more had 
elapsed since they had been treated, and there was no 
evidence of cancer. It was assumed therefore, that the 
vocal cord paralysis represented a different disease 
process. In the fifth and largest group, there was ab- 
solutely nothing of significance before the onset of 
symptoms. 

The five- and ten-year survival rates for the group of 
181 patients with vocal cord paralysis were 86.9 per 
cent and 74.0 per cent respectively. These survival 
rates were somewhat below those for a normal popula- 
tion of similar age and sex distribution. 

The group was subdivided according to whether or 
not there were positive findings on roentgenographic 
examination of the thorax. It was found that those 
with negative roentgenographic findings may be ex- 
pected to live a normal life. On the other hand, the 
outlook for those exhibiting any positive roentgeno- 
graphic findings was not so favorable, the five- and ten- 
year survival rates for these being 58.5 per cent and 
54.2 per cent respectively. 

Because of inadequate numbers of cases, survival 
rates were not calculated with respect to other findings. 
However, it should be noted that six of seven patients 
who complained of loss in weight are dead, seven of 17 
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patients who complained of cough are dead and five of 
14 patients who complained of pain are dead. 

The exact cause of death was unknown in 20 of the 
4] patients who died. Of the 21 deaths for which the 
cause is known, 11 were due to neoplasm. Cardiovas- 
cular disease caused eight deaths. One death was 
caused by bronchiectasis and one death followed pros- 
tatectomy. Of the five patients who had cancer prior 
to the diagnosis of vocal cord paralysis, only one has 
died and in this case death resulted from an undeter- 
mined cause six years after the diagnosis of vocal cord 
paralysis or 20 years after treatment of cancer of the 
breast. These results would seem to be justification for 
including in the undetermined group the five cases in 
which cancer apparently had been successfully treated 
at least five years prior to the diagnosis of vocal cord 
paralysis. 

The authors emphasize that the status of the voice 
is not a good criterion for vocal cord paralysis. Such 
paralysis may be present in a patient who believes 
his voice to be normal, especially if the paralysis has 
been present for some months or years and if the vocal 
cord in question has approached the midline coming to 
rest in the position of phonation. In this way, the op- 
posite cord can narrow the glottic chink in the usual 
manner during phonation. Of the 107 living patients 
on whom reports on the status of the voice were ob- 
tained, only 35 had return of normal voice. Dysphagia 


was present in 27 of the 107 patients. 

On the basis of this statistical analysis the authors 
concluded that a patient who has a vocal paralysis of 
undetermined cause, but who otherwise appears nor- 
mal on general examination, may be told that he can 
expect to live out his normal life span and that the 


Age at recognition 


chance of regaining his voice is one in three. If the pa- 
tient has both vocal cord paralysis and any abnormal 
shadows in the roentgenogram of the thorax, his chance 
of living five years is approximately three in five and 
his chance of living ten years is a little more than one 
in two. (Am. Rev. Tuberc., 73:52, 1956.) 


Types of Diabetes Mellitus 


LAWRENCE PROPOSES that there are three recognizable 
types of human diabetes, all showing hyperglycemia 
and glycosuria. They are differentiated on the basis of 
(1) amount of stored body fat, (2) degree of tendency 
to ketosis, (3) amounts of active insulin in blood (or 
extractable from the pancreas after death). Two of the 
types (lipo-plethoric diabetes and insulin-deficient dia- 
betes) are common. The distinguishing features of these 
types are shown in the table below. 

The third type of diabetes, called lipo-atrophic dia- 
betes, is quite rare. Lawrence believes that it repre- 
sents ‘‘a fundamental disturbance of fat metabolism 
and storage reacting on carbohydrate metabolism.” 
Clinically there are (1) complete absence of body fat, 
(2) hyperlipemia, (3) hepatomegaly and (4) high basal 
metabolic rate. (Ann. Int. Med., 43:1199, 1955.) 


Acute Leukemia After 


IN a SERIES OF 16 patients treated for metastatic carci- 
noma of the thyroid with large doses of I'*", Seidlin and 
associates observed two cases of acute myelogenous 
leukemia. It seemed plausible to ascribe the leukemia to 
a radiation effect. The onset occurred four years and 
five years respectively after the beginning of I"™ therapy. 


Youth 


Normal or reduced 


Plasma and pancreatic insulin 


None (or little) 


Tendency to ketosis 


Slight 


Strong 
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These intervals correspond closely to ones observed 
in people who developed leukemia after exposure to 
radiation in the Japanese atomic bombings. 

The authors noted that I"*" treatment of thyrotoxi- 
cosis does not impose a threat of leukemia. In that 
disease, the body radiation dose is thought to be too 
small to be dangerous. (Science, 123: 800, 1956.) 


Omental Grafts in Intestinal Anastomoses 


Petter and his coworkers applied free omental grafts 
around colon anastomoses in experimental animals. 
In six dogs the grafts were placed about intraperitoneal 
anastomoses, and in six, about extraperitoneal anasto- 
moses. The grafts were inspected by laparotomy at 
periods varying from a few days to six months later. 

In all instances the omental grafts survived for three 
to four weeks provided massive infection did not super- 
vene. They became adherent to the serosal surface of 
the colon. In the majority of dogs the grafts were com- 
pletely replaced by fibrous tissue within six months, 
although in some cases they had disappeared complete- 
ly by that time. The adherent grafts appeared to afford 
some protection against minor degrees of anastomotic 
leakage, but the transplants would not survive massive 
contamination. In no instance did any significant 
degree of stenosis of the colon appear. There was, 
however, a marked tendency toward the formation of 
adhesions between the grafts and adjacent tissue. 

The authors thought that free omental grafts offered 
some degree of reinforcement against minor degrees of 
leakage in end-to-end colon anastomoses. Because of 
the danger of intestinal obstruction due to adhesions, 
however, they recommended that their use be limited 
to extraperitoneal anastomoses. (Arch. Surg., 72:925, 
1956.) 


Chiropractic Manipulation and Intracranial 
Complications 


Scuwakz, Geiger and Spano report the case of a young 
woman who developed a posterior inferior cerebellar 
artery syndrome following chiropractic manipulation 
of her head and neck. Since the posterior ‘inferior 
cerebellar artery is readily compressed at points where 
it is closest to the posterior rim of the foramen mag- 
num, this would appear to offer a reasonable explanation 
of the vascular syndrome that occurred in the re- 
ported case. 

Since thrombosis is probably present, the authors 
suggest that when such brain stem syndromes follow 
chiropractic head and neck manipulation, prompt an- 
ticoagulant therapy should be instituted. (Arch. Int. 
Med., 97 :352, 1956.) 
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Intercapillary Glomerulosclerosis 


THE ASSOCIATION of intercapillary glomerulosclerosis 
with diabetes mellitus is now well known. Also, i: is 
apparent that diabetics having this nodular glomerular 
lesion tend to develop the nephrotic syndrome, hyj:er- 
tension, and a distinctive retinopathy. However, tlicre 
have been differences of opinion about the age and 
sex distribution in diabetics having glomerulosclerosis 
and about the effects of the association upon the course 
of the diabetes. In that last particular, some authiors 
have reported that insulin requirements are lowered 
and that acidosis is rare, while others deny this. 

Epstein and Zupa have attempted to settle these 
differences of opinion by means of a retrospective 
study of the clinical course of patients in whom nodular 
glomerulosclerosis was found at autopsy. Out of 137 
pathologic protocols of diabetic patients, there were 
37 in which the typical glomerular lesions were identi- 
fied. The clinical features that had marked these cases 
were compared with the features in 37 other random 
cases in which there was no evidence of glomerulo- 
sclerosis. 

The authors found that the age and sex distribution 
was similar in the two groups. Moreover, the basal re- 
quirements for insulin and the likelihood of acidosis 
were unrelated to the presence or absence of the renal 
lesions. (New England J. Med., 254:896, 1956.) 


Meconium Peritonitis 


SURGICAL SURVIVALS from meconium peritonitis are un- 
usual. In this disease, bowel content leaks into the 
peritoneal cavity during late intrauterine or early neo- 
natal life. The usual cause is intestinal perforation due 
to a congenital obstruction of the bowel. Within 24 
hours of birth, meconium is contaminated with bac- 
teria. 

White reports the case of a 48-hour-old infant with 
imperforate anus. Abdominal distention was not re- 
lieved by perforation of the membrane, and the infant 
vomited bile-stained fluid. X-rays revealed pneumo- 
peritoneum. At operation, the peritoneal surfaces were 
matted and adherent with a mixture of meconium and 
fibrin. Early gangrenous changes were seen throughout 
the entire sigmoid. A tear was found in the sigmoid 
and was repaired, following which a loop colostomy 
was performed. Hemolytic Staphylococcus aureus was 
cultured from the peritoneal fluid. 

Following a stormy postoperative course, the infant 
recovered. Rectal dilatations were done during the 
next nine months, following which the colostomy was 
closed. Subsequent development was normal. 

The author emphasizes the need for immediate opet- 
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ation in’ cases of meconium peritonitis, and the impor- 
tance of careful examination of the bowel for atresia, 
stenosis or multiple obstructing lesions. (J. Pediat., 
48:793, 1956.) 


Bacteremia Owing to Gram-Negative Bacilli 


Serrret, Martin, and Nichols reported on the bacteri- 
ologic and clinical features of 137 patients having bac- 
teremia due to gram-negative bacilli. (Cases of brucel- 
losis, typhoid fever, and bacterial endocarditis were 
excluded.) Although such bacteremia was encountered 
at all ages, the seventh decade represented the largest 
number of cases. Ninety-one patients were males and 
46 were females. Other etiologic considerations are 
shown in the illustration at the right. 

From the data supplied by the authors, a typical case 
might be constructed as follows: A 65-year-old man 
underwent transurethral resection of the prostate. 
Shortly afterward, he developed high, spiking fever and 
chills. He appeared prostrated; complained of malaise, 
anorexia and headache; and was sweating excessively. 
The leukocyte count was considerably elevated. Blood 
cultures yielded E. coli. Treatment with streptomycin 
(1 Gm. every 12 hours intramuscularly) and tetra- 
cycline (0.75 Gm. every 6 hours orally) brought about 
recovery without the complication of metastatic ab- 
scesses—a feature encountered in about 10 per cent of 
patients having bacteremia owing to gram-negative 
bacilli. 

The patient was fortunate also in that the onset of 
bacteremia was not attended by shock, as it may be 
in about 5 per cent of such cases. (Ann. Int. Med., 
44:302, 1956.) 


Shock from Intrapleural Varidase 


Suanps and Johnston report a case of severe, fulminat- 
ing, near fatal anaphylatic reaction following the third 
intrapleural injection of streptokinase-streptodornase 
used in the treatment of a clotted hemothorax. They 
emphasize the definite antigenicity of this drug which 
apparently increases with repeated injections. In their 
patient following the second installation, there was an 
elevation of temperature to 104° with some generalized 
itching. 

In retrospect, they thought that too little attention 
was paid to the generalized pruritus, for this too prob- 
ably represented a lesser allergic phenomenon. 

The authors urge that careful search for minor 
allergic manifestations such as urticaria and pruritus 
be made after each injection of streptokinase-strepto- 
dornase so that it can be properly discontinued when 
they occur. (J. Thoracic Surg., 31:320, 1956.) 
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Operation on G-U tract 


ETIOLOGIC CONSIDERATIONS IN BACTEREMIA 
OWING TO GRAM-NEGATIVE BACILLI 


“Coli-cerogenes” 
group (100 cases) 


Gastrointestinal tract (2596) 


Genitourinary tract (60%) 
Other 


Portal of entry 


(Commonest operation: 
transurethral prostefic 
resection) 


In about half the cases, bacteremia followed an operation 
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An Anti-insulin Substance 


CotwELt and Weiger describe a patient who had fatal 
hemochromatosis. He had diabetes which became in- 
creasingly resistant to insulin—at one point requiring 
over 11,000 units daily. He also had high levels of 
gamma globulin. Both insulin resistance and gamma 
globulin were reduced nearly to normal with ACTH. 

These authors have derived an interesting hypoth- 
esis to explain the development of this patient’s 
disease: Hemosiderin deposition in the liver led to ab- 
normal production of gamma globulin by reticulo- 
endothelial cells. Antibodies are located in the gamma 
globulin fraction of human serum proteins. The gamma 
globulin in this patient may have contained a specific 
antibody that combined with insulin, resulting in an 
increased requirement to control the diabetes. The 
necessary constant increases in insulin dosage led to a 
cycle in which larger amounts of antibody were con- 
stantly produced. 

The adrenal response to ACTH may have dimin- 
ished the insulin requirement by interfering with the 
production of the antibody. 

Not much is known about the mechanisms involved 
in the development of resistance or refractoriness to 
insulin. These authors suggest that interpretations 
such as theirs are possible in other reported cases of 
insulin resistance, and that a fundamental mechanism 


may be revealed by further studies along these lines. 
J. Lab. e Clin. Med., 47:844, 1956.) 


Mitral Surgery in Childhood and Adolescence 


ANGELINO and his colleagues (Turin, Italy) performed 
mitral commissurotomy on 11 patients between 8 and 
16 years of age. The clinical, laboratory and operative 
findings suggested that severe mitral stenosis can occur 
in this age group more frequently than is generally rec- 
ognized. 

Preoperatively, a past history of rheumatic fever was 
present in five cases. In each case, the diagnosis of 
rheumatic heart disease had been made at least one 
year prior to operation. Eight patients had been in 
frank heart failure. Cyanosis was present in four, posing 
an initial diagnostic problem. All patients had clinical 
and x-ray evidence of pulmonary congestion. None had 
clinical or laboratory data suggesting an acute rheu- 
matic process at the time of surgery. The functional 
classes of the patients (New York Heart Association) 
were; one in class IT, five in class III and five in class IV. 

Pure mitral stenosis was found at operation in ten 
patients. One had an associated mild mitral insuffi- 
ciency. In each case, the stenosis was quite severe 
(orifice between 0.2 and 1.2 cm.’) except in one (2 cm.?). 
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On the whole, the postoperative course did rot diifer 
significantly from that observed in adults with miiral 
stenosis. Rheumatic reactivation was suspected in one 
case. There were no deaths. 

Results have been considered excellent in eight, 
good in three. Follow-ups of from one to 20 months 
have revealed no instance of reactivated rheumatic 
fever. Cortisone, ACTH or aspirin was given to each 
patient, beginning three or four weeks before operation, 
and for a variable length of time in the postoperative 
period. 

From these observations, the authors conclude that 
mitral commissurotomy is indicated in selected pa- 
tients, even in childhood and adolescence. The criteria 
are serious circulatory impairment due toa severe, pure 
or clearly predominant mitral stenosis in the absence 
of signs of an active rheumatic process. (Am. Heart J., 
51:916, 1956.) 


Bronchography with Dionosil 


Witson and his associates report their experience 
using Dionosil in 50 consecutive bronchograms. The 
bronchograms obtained with both the aqueous and the 
oily suspensions were of excellent quality. 

The properties of the oily Dionosil with respect to 
bronchial filling were very similar to iodized oil except 
that the slightly lower viscosity of the oily Dionosil 
made it easier to inject. Oily Dionosil was also more 
likely to cause alveolar filling, but this was a minor 
disadvantage since the material cleared rather rapidly 
from the alveoli. 

The higher viscosity and the higher surface tension 
of the aqueous suspension made this preparation a 
little more difficult to instill, but this disadvantage was 
offset by the lack of alveolar filling and the tendency 
of the material to coat the walls of the bronchi. For 
these reasons, the authors preferred the aqueous solu- 
tion for general use. 

A transient febrile reaction 24 to 48 hours after the 
examination was observed in eight of 38 patients in 
whom a follow-up was available. This reaction was 
harmless and required no therapy. 

Dionosil is completely cleared from the lungs usually 
within four days. The material that is not coughed up 
is absorbed and excreted by the kidneys. Free iodine 
is not released. In addition, any orally ingested Diono- 
sil is readily absorbed and excreted by the kidneys 
again without release of free iodine. Consequently, 
there is no danger of iodism as there is with the iodized 
oils. 

The authors believe that Dionosil is preferable to 
iodized oil for routine general use in bronchography. 
(Am. J. Roentgenol., 75:720, 1956.) 
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Massive Hemorrhage from Peptic Ulcer 


DuRING THE PERIOD 1946-1953 Welch operated on 64 
patients for the purpose of controlling massive hemor- 
rhage that originated in a gastric or duodenal peptic 
ulcer. The fact that there were only two deaths could 
be attributed to two factors: surgical skill and meticu- 
lous attention to details. 

The author considered upper gastrointestinal hem- 
orrhage as massive when the patient’s hemoglobin was 
7 Gm. or less at any time, or when five or more blood 
transfusions were given during hospitalization. In 
about half of such cases, the cause of bleeding was a 
peptic ulcer. 

Identification of peptic ulcer as the source for bleed- 
ing depended upon the patient’s history and prompt 
x-ray examination. When the diagnosis was estab- 
lished, and hemorrhage had been massive, operation 
was done very soon under three circumstances: gastric 
ulcer, anastomotic ulcer, duodenal ulcer in a patient 
over 50 years old. When these circumstances did not 
prevail or when the source of hemorrhage had not been 
ascertained, the patient was “‘watched carefully,” and 
operation was performed if there was recurrent bleed- 
ing. 

When an operation was to be done, preoperative 
precautions included: (1) availability of at least four 
units of blood for transfusion, (2) placement of two 
large-bore intravenous needles, (3) irrigation of stom- 


ach through Levin tube, (4) insertion of cuffed intra- 


tracheal tube (as additional precaution against aspira- 
tion of gastric contents). At the time of operation 
(usually “standard” gastric resection), special care was 
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taken with closure of the abdominal wall, because of 
the prevalence of dehiscence in these patients. 

Postoperative care included (1) antibiotic therapy 
“to aid in the prevention of pulmonary complications,” 
(2) readjustment of hematocrit to normal after two or 
three days, (3) avoidance of overtherapy with sodium, 
(4) administration of adequate amounts of potassium. 

The commonest postoperative complications were 
pulmonary. Efforts at prevention included (1) early 
ambulation, (2) avoidance of abdominal binders, (3) 
as little sedation as possible, (4) avoidance of gastric 
distention. When a patient had pulmonary embolism 
and survived, or when signs of thrombophlebitis ap- 
peared in the lower extremities, Welch carried out in- 
terruption of both femoral veins. 

Another serious postoperative complication was re- 
current massive hemorrhage. Some of the author’s 
ideas about this complication are set out in the table 
shown below. (California Med., 84:85, 1956.) 


Obstruction Due to Adhesions 


WHITE DESCRIBED an ingenious method of treatment 
for recurrent small bowel obstruction due to adhesions, 
which has been successful in his hands in preventing 
further attacks. 

After opening the abdomen, if distention was pres- 
ent, the intestine was deflated and the contents re- 
moved through a long trochar. All adhesive bands 
causing the obstruction were divided, and the bowel 
kinks released. Any badly deformed or scarred seg- 
ments of bowel were resected. The distal tip of a long 
intestinal tube, which had been passed through the 


tion (may be delayed). 


tritis. 
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DISTINGUISHING FEATURES 


Usually occurs 1 to 5 days after operation. 


Usually occurs immediately after opera- 


Resected specimen disclosed only gas- 


Thorough exploration not done at original 
operation. operation—source of bleeding not sure- 


TREATMENT 


Immediate reoperation to control bleeding 
by ligature. 


Usually treated by transfusion; occasion- 
ally requires revision of anastomosis. 


Transfusion; Gelfoam by mouth—rarely 
reoperation. 


Varies with severity of hemorrhage. 
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stomach into the intestine, was then located. A small 
opening was made in the intestine at the point, and a 
sufficient length of tube to splint the entire small in- 
testine was pulled down. Using a Meyer vein stripper 
as a guide, the long intestinal tube was then threaded 
down to, but not through the ileocecal valve. One or 
two additional small incisions in the bowel were re- 
quired for this manipulation. The bowel openings were 
closed transversely with fine chromic and interrupted 
fine silk sutures. Care was taken to prevent spillage. 
The tube was left in place to splint the intestine for 
ten days. After two days, aspiration was discontinued 
and the patient was allowed a low residue diet. Re- 
moval of the tube was facilitated if the balloon was re- 
moved during the operation. 

Twelve of 14 patients who were followed for from 
one to five years have had satisfactory results. (Ann. 
Surg., 143:714, 1956.) 


Resistance of Leukemia to Treatment 


IT Is WELL KNOWN that treatment of leukemia with folic 
acid antagonists eventually becomes ineffective as the 
disease progresses. It had been assumed that this is 
because of the emergence of resistant variants of the 
leukemic cells. However, in experiments with animals, 
Goldin and associates showed that the effectiveness of 
treatment is also influenced by the number of leu- 
kemia cells in the host. Thus, a progressive increase in 
the number of abnormal cells may render a particular 
treatment progressively less effective. (Science, 123: 
840, 1956.) 


Massive Bleeding from Diverticulosis 


KUNATH REPORTED three cases of exsanguinating hem- 
orrhage from the lower bowel due to diverticulosis. 
All three were over 70 years of age. Extensive divertic- 
ulosis was present in all of them. In one, the bleeding 
stopped spontaneously without surgical treatment. In 
two, a transverse colostomy was performed, through 
which a mixture of Gelfoam, topical thrombin and 
neomycin was instilled. In one of these, resection of 
the left part of the colon was carried out later, but the 
patient died of coronary thrombosis. The other two 
patients survived. 

The author stated that massive hemorrhage from 
diverticulosis is not so rare as the surgical literature 
indicates. Once the diagnosis of bleeding diverticulosis 
has been verified by exploration, he stated that two 
surgical procedures should be considered: either blind 
resection of the most involved area, usually the recto- 
sigmoid ; or transverse diversion colostomy. Although 
blind resection of the rectosigmoid colon would elimi- 
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nate the source of bleeding ina high percentage of cv ses, 
a bleeding point proximal to the area of reseciion 
might be missed by this method. Because of this, and 
because the patients were poor candidates for prit:ary 
resection, transverse colostomy for diversion of the 
fecal stream was performed in the two cases. The au- 
thor was unable to answer unequivocally the question 
of when the colostomy should be closed, in such cases, 
or whether it should be closed without resection of 
the involved area. (Am. J. Surg., 91:911, 1956.) 


Residual Common Duct Calculi 


SINGLETON and Coleman reported the results in 159 
cases in which the common bile duct was explored for 
calculi. In 34 of these, exploration was limited to an 
operative cholangiogram, performed without any spe- 
cific indication. No abnormality was found, and the 
duct was not opened. In the remaining 125 cases the 
duct was opened and explored manually. Indications 
for exploration were: a history of jaundice in 116, a 
dilated common duct in six, small calculi in the gall- 
bladder in one, palpable calculi in the common duct in 
two, and a mass in the pancreas in the region of the 
duct in one. 

Forty-three of the 125 patients had calculi in the 
common duct. No obstruction could be demonstrated 
in 38 patients. Twenty-eight had carcinoma of the pan- 
creas or biliary system. In 11, there was a stricture of 


the common duct; in three, metastatic carcinoma pro- 


ducing extrinsic duct pressure; and in one, blood clots 
in the duct. 

The authors outlined several principles of treatment 
for residual stones. They felt that the diagnosis of re- 
tained common duct calculi by postoperative cholan- 
giography should be viewed with suspicion, and the 
patient treated conservatively, unless the lesion persists 
in spite of irrigation therapy. Such therapy followed 
three general plans: to flush out the calculi, to relax 
the sphincter of Oddi, or to dissolve the stone. Al- 
though the authors did not strongly recommend these 
methods, they stated that the experimental and clinical 
evidence indicates that they are useful. Operative 
cholangiograms did not show the dramatic results re- 
ported by others. (Ann. Surg., 143:619, 1956.) 


Pituitrin in Esophageal Varix Bleeding 


Keune and his coworkers reported a fall in portal pres- 
sure of 25.3 per cent in normal experimental animals, 
following the intravenous injection of four units of sur- 
gical Pituitrin. Following partial ligation of the inferior 
vena cava of four dogs, with resultant elevation of portal 
pressure, four units of Pituitrin (S) produced an aver- 


GP Volume XIV, Number 4 


- 
if 
i 
i 
: 
= 
4 
" 
" 
: Di) 


159 
| for 
an 
spe- 
the 
the 
ions 
6,a 
gall- 
ct in 


the 


the 
pan- 
re of 
pro- 
clots 


ment 
of re- 
olan- 
d the 
rsists 
owed 
relax 
these 
inical 
rative 
its re- 


| pres- 
imals, 
of sur- 
ferior 


portal 


aver- 


umber 4 


age immediate decrease in portal pressure of 33 per 
cent, and an average delayed fall of 47 per cent within 
six minutes in two animals. The explanation for the 
fall in pressure was thought by the authors to be 
splanchnic vasospasm. The effect lasted for approxi- 
mately one hour. No additional effect could be obtained 
by giving more Pituitrin. 

In two clinical patients esophageal varix bleeding 
was controlled on a total of seven occasions by the in- 
travenous injection of 10 to 20 units of Pituitrin (S) at 
the rate of two units per minute. When injected at this 
rate, arterial pressure changes were avoided, although 
dermal blanching was commonly seen. Experimental 
data indicated that the response to injection is imme- 
diate. Should evidence of hemorrhage persist for one 
hour, esophageal tamponade is indicated. 

The authors believe that these laboratory and clini- 
cal observations justify the use of surgical Pituitrin in 
the emergency treatment of esophageal bleeding. It is 
intended as adjunct emergency therapy and not as a 
substitute for tamponade. (Surgery, 39:917, 1956.) 


Family Epidemics 


IN THE FALL OF 1954, Jordan and associates were 
routinely searching for identifiable viruses in the 
throats of members of families that have been the 
subject of long-term observation for respiratory and 
other illnesses. The investigators were looking pri- 
marily for some of the newly identified respiratory 
viruses. As a kind of dividend, they discovered three 
families whose members were harboring poliomyelitis 
virus (Type 1) and another family in which there was 
an epidemic due to Coxsackie virus (Group B, Type 3). 

In the instance of the isolations of the poliomyelitis 
virus, some of the family members were ill with the 
kind of nonspecific symptoms that might well have 
been labeled “‘grippe.”’ Others were asymptomatic at 
the time. The relationship of the virus to the symp- 
toms was perhaps substantiated by the fact that the 
subjects showed a significant rise in titer of antibodies 
for the poliomyelitis virus (see accompanying diagram). 
Subsequent studies of the virus disclosed that it had 
a low order of pathogenicity as measured by its lack 
of power to provoke paralysis in chimpanzees. 

In the family from which Coxsackie virus was iso- 
lated, there was an epidemic of a febrile illness affecting 
seven of the eight members during a ten-day period. 
In retrospect, when it became known that the virus 
had been isolated, it was evident that this had been 
an epidemic of pleurodynia. The adult members of 
the family described chest pain—a generalized aching 
of the muscles throughout the thorax. (New England 
J. Med., 254 :687, 1956.) 
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Preoperative Skin Preparation 


Parry and his coworkers performed in vivo experi- 
ments to determine the effectiveness of various methods 
of preoperative skin preparation. Four agents were 
used: bar soap containing 2 per cent hexachlorophene, 
liquid soap containing 1 per cent hexachlorophene, 
Merthiolate, and acridane derivative (acrizane chloride). 
The skin was prepared the night before operation. In 
the last two methods, Merthiolate or acrizane chloride 
was also applied preoperatively after removal of the 
first biopsy specimen. Small, punch skin biopsies were 
taken immediately before scrubbing of the operative 
site in the operating room, immediately after the scrub 
and at the completion of the operation. Each specimen 
was comminuted, suspended in solution, and cultured. 
Bacterial colonies were counted. 

Broadly considered, the authors found little differ- 
ence in the bacteria-suppressing activity of the agents 
tested. They thought that the effective factor in pre- 
paring the skin for surgical incision was the mechanical 
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removal of gross dirt and germs by thorough cleansing 
with soap and water. An incidental finding of interest 
was the high initial colony count which was almost 
uniformly found in inguinal herniorrhaphy procedures. 
This seemed to indicate that the pubic and inguinal 
regions, due to the high bacterial counts, are poten- 
tially dangerous sources of infection. For this reason 
the authors suggested that more attention should be 
devoted to preparing these sites for operative proce- 
dures. (Am. J. Surg., 91:918, 1956.) 


Arteriovenous Aneurysms of the Brain 


Campsett and Myers discussed the indications and 
contraindications for surgery in cerebral arteriovenous 
aneurysms, and reported their results in 23 cases. 

Common manifestations that led to the detection of 
these anomalies were convulsions, headaches, papil- 
ledema, bruits, intracerebral and subarachnoid hemor- 
rhages and mental changes. Convulsions were either 
focal or generalized. Hemorrhage occurred in 15 of the 
23 cases. Trauma may have been a factor in three of 
these, hypertension in another. Five patients had been 
under psychiatric care for depression, manic depres- 
sive psychosis, paranoid schizophrenia, a “major psy- 
chosis,” and periods of irrationality, respectively. 

The authors stated that the majority of these lesions 
can be removed with an acceptably small risk. They 


stated, however, that proximity to speech and motor 
areas implies greater, often unacceptable. risks. The 
removal of many deeply situated aneurysms is haz- 
ardous, although a few even of these, if well circum- 
scribed, are operable. Patients with profound speech 
disturbances and dementia are helped little by opera- 
tion. (Ann. Surg., 143:628, 1956.) 


Unilateral Exophthalmos in Leukemia 


KENNEDY AND GREEN reported two cases of acute 
leukemia, in which unilateral exophthalmos was the 
initial sign. Both of the patients were 7-year-old chil- 
dren, who were first examined because their parents 
noticed slight protrusion of one eye. In one case, the 
exophthalmos was intermittent. 

Complete general and neurologic examinations 
were noncontributory. The initial white blood cell 
count in one patient was 6,150, in the other 9,950. 
Bone marrow examination revealed 56 per cent lymph- 
oblasts in one case, and a:slight increase in blast cells 
in the other. Rapid changes in the blood and bone 
marrow pictures soon made the diagnosis of leukemia 
evident. In spite of roentgen treatment, both died in 
less than one year after the first examination. 

The authors pointed out that although unilateral 
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exophthalmos is not uncommon during the course of 
leukemia, it is rarely the initial sign. They indicated 
that more than 75 etiologic factors must be considered 
in the differential diagnosis of this sign. The most 
common cause is Graves’ disease. The cases presented 
demonstrated the importance of hematologic consul- 
tation in evaluating this condition, and the wisdom of 
performing complete and repeated blood studies, in- 
cluding examination of the bone marrow.—( Cleveland 
Clin. Quart., 23: 133, 1956.) 


Nonspecific Inflammatory Lesions of the Cecum 


DeCamp and Penick reported ten cases of acute, non- 
specific inflammation of the cecum and outlined a reg- 
imen for diagnosis and treatment of this condition. 
By definition the cecitis caused by specific organisms 
was excluded. The authors thought, however, that there 
is strong evidence for a bacterial etiology of the disease. 

Various types of the disease were described. In the 
acute variety, abdominal pain, nausea, vomiting, leu- 
kocytosis and tenderness with rigidity in the right 
lower quadrant were characteristic. Mild, self-limited 
cases were thought to occur, although the authors 
stated that the diagnosis must be presumptive unless 
the abdomen is explored. More advanced lesions were 
said to produce acute symptoms with a tender mass in 
the right lower abdominal quadrant. 

The authors stated that abdominal exploration is 
indicated in all acute cases to rule out appendicitis 
and to establish the diagnosis. Importance of aware- 
ness of the condition was emphasized. If necessary, 
they recommended opening of the cecum to allow in- 
spection of its interior, careful bacteriologic studies, 
and biopsy of the lesion. 

Vigorous antibacterial treatment. as specific as pos- 
sible, was carried out in all cases. Definitive surgical 
treatment, such as the drainage of abscesses, resection 
of a compromised area of the abdominal wall, cecos- 
tomy, or right colon resection were carried out only 
when necessary. The appendix was removed routinely. 

The authors stated that a great deal of reliance can 
be placed on the antibacterial drugs if they are started 
before major complications ensue. (Ann. Surg., 143: 


665, 1956.) 


Heparin Therapy for Coronary Arteriosclerosis 


ENGELBERG, Kuhn and Steinman administered 200 mg. 
of heparin subcutaneously twice a week to 105 patients 
who had previously sustained a myocardial infarction. 
A comparable control group was made up of 117 pa- 
tients who received twice weekly injections of a placebo 
(normal saline). 
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During the two years that the study was conducted, 
there were four cardiovascular deaths in the heparin 
group and 21 cardiovascular deaths in the placebo 
group. This observed difference in deaths between the 
two groups was calculated to be statistically signifi- 
cant. (Circulation, 13:489, 1956.) 


Mechanism of Cough Syncope 


TueRE IS increasing recognition that cough syncope is 
not a rare cause of fainting. Syncope may develop with- 
in five seconds after the onset of cough, and may occur 
in a supine or standing subject. This syndrome is rare 
in women. Its cause has been variously ascribed to a 
laryngeal reflex, an epileptic equivalent or a circulatory 
mechanism producing cerebral anoxia. 

McIntosh, Estes and Warren studied normal indi- 
viduals and patients with cough syncope in an attempt 
to arrive at an acceptable mechanism. Their findings 
suggest that the different response to cough in these 
two groups is one of degree: patients with syncope 
were able to cough more forcefully and for longer dura- 
tion than normal patients. 

Their dynamic studies showed that cough transmits 
markedly elevated intrathoracic and intra-abdominal 
pressures to the cerebrospinal fluid compartment. The 
increased cerebrospinal fluid pressure increases the 
extravascular pressure on the cranial arteries and 
veins. Thus, blood is “squeezed” from the cranium, 
anoxia develops and syncope may occur. 

The magnitude and duration of the cough paroxysm 
isof prime importance. The susceptibility of an individ- 
ual’s cerebral cortex to anoxia, the cardiac output, 
blood volume, body build and many other factors play 
important parts in the mechanism of this syndrome. 


(Am. Heart J., 52:70, 1956.) 


Diagnosis of Gastritis 


IN AN EXPERIENCE WITH 239 gastroscopic examinations 
in which an attempt was made to correlate the gas- 
troscopic appearance of “gastritis” with biopsy speci- 
mens, Atkins and Benedict showed that the endos- 
copist tends to diagnose gastritis frequently in 
stomachs that are normal histologically (see accompa- 
nyng diagram). 

_ The highest percentage of wrong diagnoses was 
ininstances of “chronic (hypertrophic) gastritis.” In 
77 per cent of such cases, the stomach biopsy turned 
out to be normal. The authors concluded that the 
Yerrucous nature of the mucosa, thought gastro- 
scopically to be chronic gastritis, is, in all probabili- 
z= variant. (New England J. Med., 254:641, 
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Preoperative Preparation in Coronary Disease 


BELLET outlined the problem of preoperative preparation 
in patients with coronary artery disease and made the 
following suggestions. 

If surgery has been decided upon: (1) Anemia should 
be corrected by transfusion. (2) Polycythemia increases 
the danger of vascular thromboses, especially of the 
coronary vessels. In such patients, anoxia, hypotension 
and shock should be prevented. (3) Optimum electro- 
lyte balance should be maintained since the heart suf- 
fers considerably in unbalance. Hypopotassemia in- 
creases the tendency toward ectopic rhythms and may 
be a factor in precipitating sudden heart and circula- 
tory failure. Hyperpotassemia may predispose patients 
to cardiac arrest. 

Sedation by barbiturates or mild opiates was recom- 
mended, but, because of the respiratory depressant 
action of morphine, the author thought that this drug 
should be used with caution. Routine digitalization 
was not recommended because of the tendency of dig- 
italis to increase cardiac irritability. This effect, com- 
bined with the effect of anesthesia and anoxia may, he 
stated, lead to serious cardiac arrhythmias. In the pres- 
ence of heart failure, or in patients with auricular fibril- 
lation, however, he recommended digitalization. He 
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advised the preoperative use of quinidine or Pronestyl 
in patients with ectopic beats. 

Psychologic preparation of patients by reassurance 
aided by sedation was emphasized. Except in the pres- 
ence of acute infarction, when operation should rarely 
be performed, the author stated that most coronary 
artery patients withstand operative procedures quite 
well. (Anesthesiology, 17:391, 1956.) 


Simplified Heparin Therapy 


ENGELBERG reported good results with prolonged ad- 
ministration of heparin in 19 patients having impend- 
ing myocardial infarction. In the past, other investi- 
gators have proposed that anticoagulant therapy may 
prevent infarction. However, drugs having an effect on 
the prothrombin time were mainly used. Heparin has 
several advantages over such drugs, but it was seldom 
used except in the introductory phase of anticoagulant 
therapy (one or two days). 

Engelberg stated that concentrated solutions of hep- 
arin make long-term heparin anticoagulation simple 
and economical. He used aqueous heparin having a 
concentration of 100 mg. or 200 mg. per cubic centi- 
meter. The drug was injected in doses of 150 mg. to 
200 mg. every 12 hours, or 300 mg. to 400 mg. every 
24 hours. Only a few Lee-White clotting time estima- 
tions were done, to insure that the dose was adequate. 
On this regimen, patients received heparin for periods 
up to two weeks without difficulty. (Ann. Int. Med., 
44 :466, 1956.) 


Pernicious Anemia After Total Gastrectomy 


IN A LONG-TERM STUDY of 17 patients who had under- 
gone total gastrectomy, MacLean and Sundberg found 
that the development of pernicious anemia was in- 
evitable. The onset of the disease usually came several 
years after gastrectomy. Megaloblastic transformation 
of the bone marrow preceded the appearance of anemia. 

The authors concluded that the occurrence of per- 
nicious anemia after total gastrectomy has been in- 
frequent because of the short duration of life in many 
cases and because of the prophylactic administration 
of liver extract or vitamin By. They endorsed the idea 
that such prophylactic therapy should be used rou- 
tinely after total gastrectomy. (New England J. Med., 
254 :885, 1956.) 


Spinal Cord Injuries 


Evans and Rosenauer reviewed 87 cases of spinal cord 
injury, and evaluated the advisability of laminectomy 
and operative decompression in such patients. Eight 
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patients were admitted some time after injury, and 
seven had sustained cauda equina injuries. These were 
not discussed. Of the 43 patients with cervical cord 
injuries, 51 per cent died during hospitalizatio:. Of 
the 29 with thoracic cord injuries, 31 per cent died, 
Patients who died during the first 24 hours following 
admission, in general, had severe associated injuries 
such as penetrating chest wounds, multiple injuries 
of extremities, or ruptured bowel. Deaths from the 
second through the sixth day occurred largely in cer- 
vical cases. After the first week, life expectancy in- 
creased sharply to 75 per cent survival in the cervical 
group, and 84 per cent in the thoracic cord group. 

The authors found that the presence of a cerebro- 
spinal fluid block was of little significance in the deci- 
sion for or against operation. It was occasionally mis- 
leading. In many patients in whom a block was 
demonstrated, the patient’s condition was too serious 
to permit operation. In certain instances lumbar punc- 
ture was impractical in the face of associated injuries, 
There was little reason to believe that in the seriously 
injured, blocked cases, who were not operated upon, 
surgical intervention would have been of any value. 

The common indications for laminectomy were re- 
viewed: (1) to remove foreign bodies from the spinal 
canal; (2) to remove compressing bony fragments or 
to correct compressing dislocations ; (3) to remove pro- 
truding intervertebral discs; (4) to evacuate extradural 
hematomas; (5) to relieve spinal cord swelling; and (6) 
to relieve vascular embarrassment. 

In the cases reported, the authors concluded that 
spinal manometric studies were of virtually no practical 
value in making a judgment concerning operative inter- 
ference. Furthermore they were unable to adduce any 
positive evidence that decompressive laminectomy was 


of any value. (Arch. Surg., 72:812, 1956.) 


Treatment of Idiopathic Thrombocytopenic Purpura 


IN A PANEL DisCcussION of the treatment of acute idio- 
pathic thrombocytopenic purpura, the consulting he- 
matologists unanimously advocated ACTH or steroid 
therapy as the basic method. They noted that this 
treatment brings about remission in the majority of 
cases. As moderator of the panel, Dameshek favored 
prednisone (or prednisolone) in doses of 30 mg. t 
100 mg. daily at the outset. He also commented on 
the favorable influence of transfusions of freshly drawn 
blood collected in plastic bags. 

The panelists viewed this type of purpura as a! 
essentially “medical” illness. They regarded splenec- 
tomy as a method to be used only when medical treat- 
ment proved ineffective or when the manifestations of 
purpura entered a quiet chronic phase. 
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One of the panelists (Harrington) expressed the be- 
lief that response to splenectomy varies according to 
whether or not platelet agglutinins are demonstrable. RESULTS OF AORTIC 
He noted that there is an 80 per cent likelihood of VALVE COMMISSUROTOMY 
lasting remission after splenectomy in patients having 
agglutinins, and a 25 per cent chance of benefit in 
patients not having agglutinins. (Blood, 11 :384, 1956.) 


IN 40 CASES OF AORTIC STENOSIS 


Anemia of Trauma 


Torrey and Clarke studied the anemia that followed 
severe trauma in 57 civilian patients. It was found that 
the major contributing factor was a deficit of erythro- 
cytes due to blood loss (often into the tissues). In 
patients in whom that deficit was fully restored by 
blood transfusions, there tended to be a slight fall in 
hemoglobin value (average 10 per cent) during the 
‘ious two weeks following primary treatment. That reduc- 
unc- tion was attributed to an accelerated rate of withdrawal 
ries. of red blood cells rather than to a decreased produc- 
vusly tion. 
pon, The authors commented that a greater secondary 
alue. reduction of hemoglobin would probably have oc- 
ere- & curred if the cases had been complicated by sepsis. 
pinal J (Blood, 11:357, 1956.) 


ts or 
 pro- 
Aortic Valve Stenosis 
d (6) Lirwak, Uricchio and Likoff related the clinical re- 
sults following aortic commissurotomy in 40 cases of 
aortic stenosis. It was found that good results were 
proportional to the residual mobility of the aortic 
valve. Although mobility tended to be restricted as a 
result of thickening or calcification, these physical 
changes alone did not preclude some residual mobility. 
The over-all results of operation are shown in the 
diagram at the right. Of the seven deaths during ob- 
pura servation after commissurotomy, four were the result of 
subacute bacterial endocarditis, and three represented 


sudden death of unknown cause. (New England J. 


ag he- Med., 254:781, 1956.) 
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ZtveLy and his associates used the knee joint punch 
biopsy as a diagnostic aid in patients with joint disease 
when the diagnosis was uncertain and also as an in- 
vestigative method when a study of the synovial mem- 
brane was thought to be valuable in defining the mor- 
phologic characteristics of the synovium. Their report 
is based on 55 synovial biopsies of the knees performed 
on 49 patients. The biopsy material was considered 
satisfactory in all but five patients. The single compli- 
cation occurred in a patient with rheumatoid arthritis 
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and consisted of symptomatic hemarthrosis with in- 
creased joint pain and swelling for a 48-hour period. 

Diagnoses made on the basis of this technique in- 
cluded gout, rheumatoid arthritis, neuropathic joint 
disease and tuberculosis. The authors consider this 
procedure an important and practical diagnostic meth- 
od when conventional arthrotomy is contraindicated or 
considered undesirable for some reason. (Am. J. Med., 
20:510, 1956.) 


Spider Bites 


PorsoninG by the black widow spider (Lactrodectus 
mactans) is fairly common. Since its clinical manifes- 
tations differ somewhat in children, Prince has de- 
scribed the cases of five children treated for arachnid- 
ism (or latrodectism). 

The venom is a thick, translucent, oily fluid be- 
lieved to be a toxalbumin. It is a hemolysin, and also 
directly stimulates the myoneural junctions, acting 
on nerves and nerve ends. There is little proof that 
the disease is more severe in children than in adults. 
Fatalities occur in both, although mortality is low. 

No pain or reaction may occur at the site of the 
bite. For this reason, the history of spider bite may 
be difficult to elicit. The same sequence of symptoms 
seems to occur regardless of location of the bite. 

In practically all patients, adults and children, the 
chief complaint is severe abdominal pain. (This has 
been described as of the same intensity as that due 
to ruptured appendix.) Marked restlessness, emo- 
tional disturbances and agonizing muscle cramps may 
be present. Headache and vomiting are common. 
Although the abdominal wall may be rigid and tender, 
no localized or deep tenderness is found. 

In children, an expiratory grunt is commonly 
present, and the thighs are frequently flexed against 
the abdomen. Prince believes the expiratory grunt is 
the result of an effort not to relax or move the ab- 
dominal wall. 

Leukocytosis, fever, albuminuria and hematuria are 
common during the acute phase. (Sections of the kid- 
neys in a reported autopsy case showed acute hemor- 
rhagic nephritis.) 

In the five children treated by Prince, intravenous 
calcium gluconate was dramatic in relieving abdominal 
pain in three, and effective in the other two. Best 
results were obtained when specific antivenom was 
used with calcium gluconate. The antivenom is a horse 
serum preparation supplied in a dry form. After de- 
termining skin sensitivity, the contents of one vial 
(2.5 cc.) is given intramuscularly. This may be re- 
peated after a few hours. One patient in this group 
responded rapidly to ACTH. 
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Four of these patients were well six hou: . after 


therapy was begun. One was not entirely well tor 48 


hours. The author emphasizes the importance of the 
availability of Lactrodectus mactans antivenom in 
areas inhabited by the black widow. (J. Pediat., 19:10], 
1956.) 


Blood Lead Levels in Children 


IN CONGESTED, low-income areas of large cities, lead 
encephalopathy or other manifestations of lead intoxi- 
cation are relatively common among children. These 
children have the opportunity of eating flakes of lead 
paint or chewing on painted surfaces (pica) on the 
interiors of old homes. 

The large number of such cases in their Baltimore 
hospital suggested to Bradley and his colleagues that 
children living in such areas might show a high inci- 
dence of lead intoxication without recognized symp- 
toms. 

Urinary coproporphyrin III determinations were 
used as a screening test in 604 children. (Copro- 
porphyrinuria is an important physiologic response 
to lead poisoning. Lead probably interferes with the 
introduction of iron into the hemoglobin molecule, 
resulting in increased excretion of coproporphyrin 
III. However, this qualitative test does not provide 
an indication of blood lead content.) The children 
with positive tests had blood lead levels, hematologic 
and roentgenographic studies. 

Significant coproporphyrinuria was found in 197 
children—and of these, 124 gave a positive history 
of pica for paint or plaster. No coproporphyrinuria 
was found in 136 children, yet 59 of these gave a 
similar history of pica. There were no significant 
differences of lead blood level or any other findings in 
these two groups. 

Abnormally high lead blood levels were found in 
44.4 per cent of these 333 children (0.05 mg. per 
100 cc.). A history of pica was noted in 69.6 per 
cent of these. This one finding gave a higher correla- 
tion with the blood lead level than any other single 
test or symptom. 

Symptoms and findings that may be ascribed to 
lead intoxication—gastrointestinal or central nervous 
system symptoms, areas of increased density at the 
epiphyseal ends of the long bones, anemia and stip- 
pling of red blood cells—were commonly found in the 
children with blood lead levels of 0.05 mg. per 100 ce. 
or higher. 

These observations suggest that subclinical or clim- 
cal lead poisoning is common among children living 
in metropolitan areas where lead paint is commonly 
found in older houses. (J. Pediat., 49:1, 1956.) 
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Diagnosis of Alcoholic Intoxication 


Q. Please list the minimum data of history and physical 
examination necessary to make a diagnosis of alcoholic 
intoxication. What laboratory procedures would you 
recommend ? 


A. A standard sobriety test as determined by physical 
examination should include a record of the following: 

1. Odor of alcohol. 

2. State of consciousness. 

a. alert. 

b. boisterous. 
c. lethargic. 
d. comatose. 

3. Pupil size. 

4. Flushing. 

5. Ability to perform coordinated acts. 

6. Equilibrium. 

Of all the methods described for the quantitative 
analysis of alcohol, the chemical principles of the clas- 
sic micromethod of Widmark for 100 mg. samples of 
blood closely meet the theoretical requirements for a 
quantitative chemical analysis. Also, these principles 
can be defended more readily in contested cases be- 
cause this method automatically compensates for most 
of the possible errors. One must always remember to 
prepare the skin with a nonalcoholic substance when 
drawing blood. 

In the report of the Committee of the American 
Medical Association to Study Problems of Motor Vehi- 
cle Accidents, it is stated that the concentration of 
alcohol in the blood is one of the best criteria of intoxi- 
cation. They recommended the following interpreta- 
tion of chemical tests for alcohol: 

“1. Although there is no minimal figure which can 
be set at which there will be absolutely no effect from 
alcohol, persons with concentrations of less than 0.05 
per cent in blood or its equivalent in urine, saliva or 
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the breath should not be prosecuted for driving while 
under the influence of liquor. 

**2. All persons show a definite loss of that clearness 
of intellect and control of themselves which they would 
ordinarily possess when the concentrations are above 
0.15 per cent in blood or its equivalent in other body 
fluids and should be considered as under the influence. 

**3. When the alcohol concentrations are between 
0.05 and 0.15 per cent in blood, a great many persons 
will be under the influence of alcohol but the commit- 
tee recommends prosecution only when the circum- 
stances and results of physical examination give defi- 
nite confirmation of such influence.” 

A definite impairment of function occurs in all indi- 
viduals at an alcohol level above which all persons 
could be said legally and morally to be in an intoxi- 
cated state. The National Safety Council concluded 
that a blood alcohol level of greater than 0.15 per cent 
is conclusive evidence of intoxication. It is also im- 
portant to realize that there are many commonly used 
medications that are known to act synergistically with 
alcohol. This is especially true of antihistamines and 
the newer phenothiazine derivatives. However, these 
agents do not affect the alcohol level of the blood. 

The medicolegal aspects of alcohol intoxication are 
complicated. Legislation and acceptable evidence vary 
from state to state. In any case which is borderline by 
blood alcohol determination, a consideration of the 
circumstances and the results of physical examination 
should take priority over the chemical findings. 


Calcified Pulmonary Nodule 


Q. Does the presence of calcium in a solitary pulmonary 
nodule exclude cancer ? 


A. In most cases such a calcified nodule would repre- 
sent a benign lesion, such as tuberculoma, histoplas- 
mona or hamartoma. However, peripheral broncho- 
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genic carcinomas may contain calcium due to necrosis 
or hemorrhage or because of a carcinoma developing 
in a part of the lung in which there was pre-existing 
calcification. Metastatic cancer, especially from osteo- 
genic sarcoma, may also be calcium-containing. 


Positive Test for Syphilis 


Q. A 34-year-old multipara was hospitalized for a diag- 
nostic D eC because of menorrhagia of one month’s 
duration. The routine VDRL was reported positive 
and a repeated quantitative Wassermann was re- 
ported weakly positive. The patient then gave a his- 
tory of having syphilis at age 12, apparently con- 
tracted from some member of the family, and received 
what was considered adequate treatment and was 
told that she was cured. Her only two pregnancies 
resulted in normal children, now ages 12 and 9. She 
has had previous Wassermanns which have been re- 
ported normal, and her husband’s VDRL is normal. 
There have been no symptoms suggestive of active 
syphilis. A lumbar puncture was done which re- 
vealed a 2-plus globulin with one cell, and the col- 
loidal gold curve was 1122100000. The spinal fluid 
Wassermann is nonreactive. 

The pathologic report from the curettement indi- 
cates endometrial hyperplasia as the cause for 
menorrhagia. 

Are these findings sufficient evidence for the diag- 
nosis of active neurosyphilis ? What other diagnostic 
tests might be done? Is any treatment indicated? If so, 
what would be the best treatment ? 


A. Questions on the therapy of the late and even of 
the latent phases of syphilis are apt to evoke controver- 
sy because of the lack of standardization of therapy. 
Assuming the physical and neurologic examinations 
are completely negative and the laboratory data are 
correct, I believe that one cell and a nonreactive 
serology test are not evidence of an active neurosyph- 
ilis. I would suggest repeating the physical, neurologic 
and blood serologic tests and spinal fluid examinations 
in three months unless other symptoms or findings 
would warrant a repetition sooner. 

Since her previous serologic tests had been reported 
as negative and now appear positive and she is only 34 
years old (type of syphilis, acquired-latent?), she 
should have therapy now: 10,000,000 units of penicil- 
lin now with the follow-up examinations suggested 
above. If she becomes pregnant again, she should, of 
course, be examined completely again. 

These thoughts are based upon the assumption that 
there has not been any evidence of another illness that 
might have caused the positive serologic test. 
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Loss of Salk Vaccine 


Q. A recently acquired patient of mine has ashe me 
about the following: 

About five to six months prior to this date, th: pa- 
tient was given an injection of the Salk polio vaccine 
by the nurse of another physician. The patient moved, 
and an appreciable portion of the vaccine was lost. 
The exact amount, however, cannot be determined. 

The questions posed are: 

1. Is it necessary to institute a completely new im- 
munization regimen ? 

2. Is there any possibility of overdosage with the 
Salk vaccine if two extra shots are given? 


A. The answer to both questions is No. 


Use of Adrenal Steroids 


Q. With the prolonged use of the cortical hormones of one 
of the replacement type, would there be any need for 
the use of ACTH for possible stimulative effect? Pa- 
tient had acquired hemolytic anemia with auto- 
agglutination of red cells, is well on a maintenance 


dose of 10 mg. of prednisone daily. 


A. Although cortical steroids depress the function of 
the adrenal cortex, the adrenals apparently retain their 
ability to respond to ACTH promptly, even after two 
to three years of continuous therapy. It has been sug- 
gested that ACTH be given as often as once each week 
to protect against atrophic changes in the cortex. It 
would seem to be a better plan to give ACTH in 
doses sufficient to control the underlying condition, 
for a period of one week about every six months. 


Drug-Resistant Staphylococci 


Q. Are there any available antibiotics for the treatment of 
staphylococcal pneumonia due to organisms highly 
resistant to penicillin, erythromycin, chloramphenicol, 
the tetracyclines, streptomycin and bacitracin ? 


A. The problem of staphylococcal infections caused 
by resistant organisms is an ever-increasing one. The 
antibiotics to which the staphylococci are resistant are 
somewhat determined by the frequency with which the 
particular antibiotic is being used in the geographic 
area. So it is that in those places where chlorampheni- 
col has not been used, one finds chloramphenicol- 
sensitive staphylococci. 

In the case presented one could use one of the newer 
agents such as novobiocin (Upjohn, Merck), P.A. 105 
(Parke, Davis Co.) or Amimycin (Charles Pfizer & Co.). 
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Platelet Bank 


(Sixth Congress of the International Hematology Society, 
Boston, Aug. 29.) PLATELETS SEPARATED from fresh 
blood can be quick-frozen and preserved in powder 
form apparently indefinitely while retaining therapeu- 
tic effect. The whole platelets are destroyed in the 
process, but the powder retains the active factor to 
combat bleeding. Attempts are being made to isolate 
the factor. The “banked” platelets promise particular 
usefulness in treating hemorrhage of leukemia or that 
caused by accidental exposure to atomic radiation, and 
in treating patients losing copious amounts of blood 
during surgery. Platelets in whole blood usually die 
within a day or so after blood has been donated, hence 
are missing from blood used for replacement transfu- 
sions.—Drs. Epmunp Kern, Sipney Farser, I. Dyer- 
asst and P. ARNOLD, Children’s Hospital, Boston. 


Clot Dissolver 


(Ibid, Aug. 27.) Piasmin, a natural blood substance, 
acts quickly to dissolve blood clots, and it prevented 
heart damage in animals in whom experimental clots 
had been produced. Clots containing radioactive 
iodine were induced in the animals, in both coronary 
and peripheral arteries. The radiation gave an accu- 
rate measure of speed of dissolution of the clots. Con- 
centrated plasmin averted heart damage in the animals 
by dissolving clots without upsetting the normal bal- 
ance of clotting and anticlotting agents in the blood. 
Human trials are starting with plasmin, to test the 
possibility that this therapy, given very early in coro- 
nary occlusion, could minimize heart muscle damage. 
Plasmin is not effective against clots that are several 
days old. Regular anticoagulants such as heparin and 
Dicumarol can prevent formation of new clots.—Dr. 
Juuan L. Amprus, Dr. Ciara Amarus, Dr. NaTHan 
Back and J. W. Byron, Buffalo, N.Y. 
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Time Flight 


(American Psychological Association, Chicago, Aug. 31.) 
Forty MEN of average intelligence and age about 67 
were asked to judge the passage of time—a half hour, 
an hour, three hours, five hours—without benefit of 
any clock or watch. The majority found their personal 
time, or estimation of time, “faster” than actual clock 
time, but personality affected the results. Those with a 
more positive outlook on the future came closest to 
estimating time correctly. “Objective time appears to 
move slowly for older persons who do not experience 
the future as a field of much potential activity.”—Dr. 
Herman Ferrer, Veterans Administration Mental Hy- 
giene Clinic, Los Angeles. 


Procrastination 


(Rip Van Winkle Clinic, Hudson, N.Y., Sept. 6.) Prompt 
and careful surgery is indicated in treatment of gall- 
bladder disease. “Procrastination and delay” of surgi- 
cal therapy frequently permits a disease which has 
been confined to the gallbladder, and which could have 
been completely cured, to involve other structures 
where the disease presents a greater hazard and where 
operative treatment becomes more risky. Tendency to 
delay is encouraged partially by the fact the patient is 
not urged to be operated upon during the acute attack, 
and partially because he feels so well between attacks 
that he hopes there will be no recurrence.—Dr. 
Harotp A. Kazmann, Monmouth Memorial Hospital, 
Long Branch, N.J. 


Psychology in Weight Reduction 


(University of Connecticut report, Aug. 18.) IN appITION 
to following a sensible, balanced diet, “‘a little self- 
applied psychology” will also help persons to reduce. 
“For instance, a woman trying to shake off extra 
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weight should buy herself a flattering dress one or two 
sizes too small. It will give her something to work into 
—or work down to.”—MarTHa PorcieTER, PH.D. 


Over-Fed 


(Second European Congress of Cardiology, Stockholm, 
Sept. 10.) “If OVERNUTRITION should be found to be an 
important factor in the increase of the universal threat 
of coronary heart disease in the leading citizens of the 
world, it may play even more of a role in the destiny of 
the world than undernutrition of hundreds of millions 
of representatives of the common man. Interestingly 
enough, in some countries like the United States where 
prosperity has reached even the common man, the 
laborer, and the forester, coronary heart disease fol- 
lows along too. No longer is it limited to the business 
executive, the doctor, the lawyer, and the government 
leader.”—Dr. Paut Duptey Wurre, Boston. 


Bloodstream and Appetite 


(American Physiological Society, Rochester, N.Y., Sept. 
4.) EXPERIMENTS with parabiotic rats indicate there 
may be substances released into the blood which can 
bring reduction in food intake by either inhibiting 
appetite directly, or by inhibiting release of an appe- 
tite-stimulating hormone. Rats were joined along one 
side from ear to tail, and a control period of observa- 
tion established that each ate the same amount. When 
one was fed two hours before its mate, the second ani- 
mal ate 20 per cent less food than the first. When they 
were again fed simultaneously, the first rat still con- 
sumed more. When the process was reversed, the 
second rat became the heavier eater when fed first. The 
gradual changes in appetite indicated an adaptation 
must be taking place.—Davin G. Fieminc and MaRALYN 
LEATHERMAN, University of Kansas, Lawrence. 


Cause of Hypertension 


(Ibid, Sept. 4.) Diets HIGH in animal fat (40 to 60 per 
cent) plus obesity and irregular use of reducing diets 
may be one cause of essential hypertension. Blood 
pressure rose to hypertensive levels and soon became 
fixed and independent of diet in dogs fed high-fat 
diets, then subjected to long fasts, then refed fatty 
diets. The average American citizen goes through 
irregular cycles of overeating high-fat diets, becoming 
obese, dieting or fasting, and overeating again as he 
tires of his reducing efforts.—Dr. C. M. WiHELMJ, 
Darinka Suupat-Meyers, A. J. Carnazzo, Dr. C. M. 
Jr. and Dr. H. H. McCarrny, Creighton 
University School of Medicine, Omaha. 


Chronic Ulcerative Colitis 


(International College of Surgeons, Chicago, Sept. 12.) 
Lire EXPECTANCY of patients with chronic ulcerative 
colitis is only 22 per cent less than that of normal per- 
sons. The finding is based upon a study of 2,000 pa- 
tients registered at the Mayo Clinic in 1918-37, inclu- 
sive, and followed since then.—Dr. J. ARNOLD Bar- 
GEN, Mayo Clinic, Rochester, Minn. 


Value of Stretching 


(Ibid, Sept. 12.) Tue caT remains agile from frequent 
stretching, and the same tip can benefit humans, par- 
ticularly sedentary workers who tend to contract into 
a sitting position. Acrobats, ballet dancers and others 
whose activities require excessive loosening find that 
persistent stretching will gain truly remarkable mobil- 
ity.—Dr. Harvey E. Bruce, Jr., Los Angeles. 


Excessive Smoking 


(Ibid, Sept. 11.) THER: ts strong evidence that excessive 
and prolonged smoking may cause chronic inflamma- 
tion of the respiratory tract, degeneration of the vocal 
cords, and leukoplakia. ‘When a patient complains of 
cough, hoarseness, burning or post-nasal discharge, or 
presents evidence of chronic inflammation or leuko- 
plakia, we should urge curtailment of smoking rather 
than rely on gargles, sprays, or antibiotics.” —Dnr. Lin- 
DEN J. WattNnER, Rush Medical School, Chicago. 


Scar Prevention 


(Ibid, Sept. 11.) EXCELLENT COSMETIC RESULTS with no 
scarring are obtained by use of skin grafts at the time 
of surgery to remove skin cancers of the nose and ear. 
Matching skin from nearby parts of the face or head is 
used to cover a wide surgical incision. In all of the 24 
cases treated, there has been no difficulty in getting 
the graft to grow.—Dr. Cuartes C. Grace, St. Augus- 
tine, Fla. 


Accident Prevention 


(Ibid, Sept. 12.) PROPER NUTRITION may help reduce 
accidents on highways, in home and factories. A rela- 
tionship is frequently noted between poor nutrition 
and impaired eyesight, defective hearing, tinnitus, 
dizziness and nasal disorders. Many of these patients 
also complain of general nervousness, neuritis, insom- 
nia, depression and other emotional conditions which 
may contribute to accidents.—Dr. Cram S. Linton, 
Kennett, Mo. 
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Special Features 


General Practice Department in a Large Hospital 


BY LEON O. DESIMONE, M.D. 


Academy Member Leon O. Desimone, M.D., Los Angeles, 
traces the development of a general practice department at 
the Queen of Angels Hospital. Dr. Desimone is chairman 
of the department.—PUBLISHER 


Tue Queen or ANcEts Hosprrat is one of Los Angeles 
County’s largest, newest and most modern. It has ap- 
proximately 480 beds and unexcelled equipment. In 
the nation’s third largest city, it is one of the largest 
privately-owned hospitals west of Chicago. 

The hospital has an open staff. All of the specialties 
and general practice are well represented. There are 
more than 400 staff members. Every phase of medical 
care is covered, including a neuropsychiatric section 
with about ten beds. 

Early in 1955, the hospital staff was reorganized. It 
adopted rules, regulations and bylaws conforming to 
the tenets established by the Joint Commission on 
Accreditation of Hospitals and the American Medical 
Association. Since that time the hospital staff has been 
divided into four major departments—surgery, medi- 
cine, Ob-Gyn and general practice. 


Categorize All Members 


The department of general practice is an organized 
department of the medical staff. It is comparable to the 
other departments but does not have a separate clinical 
service to which patients are admitted. However, 
members of the general practice department have priv- 
ileges in the various clinical departments in accord- 
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Through this main entrance to the Queen of Angels Hospital in 
Los Angeles, pass patients requiring every phase of medical treat- 
ment. This hospital, one of the largest privately-owned in the na- 
tion, has 480 beds and a staff of 400 members. Since early in 1955, 
it has been divided into four major departments—general practice, 
surgery, medicine and Ob-Gyn. 


157 


| 
> 
| 
‘ 
| 
| 
q 
ad 
a 
| 
— 
mn 


ance with their experience and training. The chairman 
of the department is appointed annually by the execu- 
tive cor mittee, subject to the approval of the govern- 
ing board of the hospital and is limited to one two-year 
term. 

Immediately after the reorganization of the staff, the 
hospital’s general practitioners met. About 55 termed 
themselves general practitioners. An additional 35, 
whose practice was of a general nature, did not classify 
themselves as general practitioners. As a department, 
we requested permission to poll these 35 physicians. 
This was done by card, each one being asked to indi- 
cate with which of the four departments he wished to 
be identified. Those cards which were returned with a 
specific department indicated were turned over to that 
particular department for evaluation. The names of 
those who failed to return cards were turned over to 
the executive committee of the hospital for further 
action. Thus, in a short time, all the members of the 
staff were categorized in one of our major departments. 

As chairman of the general practice department, I 
appointed four committees to organize our department. 
The first major committee was termed a departmental 
committee and was composed of four men other than 
the chairman of the department. This committee or- 
ganized the department and is responsible for estab- 
lishing policies. The other committees are: (1) record 
committee, composed of a chairman and five members ; 
(2) membership committee, composed of a chairman 
and two members; (3) program committee, composed of 
a chairman and two members. These are active, work- 
ing committees that meet with the departmental com- 
mittee each month. They are usually represented only 
by the chairmen. Problems are discussed with the de- 
partmental committee and policies are thereby estab- 


lished. 


We Receive Compliments 


While not belittling the importance or efforts of the 
other committees, we soon realized that the record 
committee was one of the most important and one of 
the hardest working. Each month its members study 
every general practitioner’s chart. Records and tabu- 
lations show: (1) accuracy of diagnosis, treatment, end 
result, and (2) repeated errors, inadequacy of treat- 
ment or diagnosis. The immediate effects of this com- 
mittee’s work revealed over-all good results attained 
by general practitioners when compared to general, 
over-all hospital staff experience. This group also 
helped us rapidly to determine which practitioners 
were weak in care of certain illnesses, such as diabetes, 
anemias, et cetera. On the basis of records maintained 
by this committee, we had our program committee 
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arrange to have well-informed members present a ;,aper 
the following month dealing with specific disease. Two 
members, who have studied the literature and are pre- 
pared to contribute to a thorough discussion of the 
topic, serve as discussants. 

This method works very well and is proving henef- 
cial to all our members. The executive committee of the 
hospital believes that we are doing a good job and has 
complimented our department on its deportment and 
results. 

Mention of one or two incidences, which have oc- 
curred at our hospital, might be beneficial to other 
staffs. Due to the temporary limitation of surgical priv- 
ileges, it was presumed by the person who scheduled 
surgery that the surgeon’s name should precede all 
other doctors’ names on the hospital records. This was 
no problem when the specialist did the surgery. How- 
ever, when the specialist acted as the assistant, it im- 
mediately created a serious problem. Many of the 
insurance companies indemnify the first name appear- 
ing on the operative sheet. This condition was cor- 
rected by simply writing a letter to the surgical and 
executive committees. 


Restore Surgical Privileges 


Those general practitioners who felt that their sur- 
gical privileges had been too stringently curtailed were 
advised to request an appearance before the surgical 
committee. The general practice department asked 
that a member of the general practice departmental 
committee be present at the hearing. This let the gen- 
eral practitioner know that his department was repre- 
sented. Of the members of the general practice depart- 
ment v ho have appeared before the surgical committee, 
almost every one has had his privileges restored and is 
now doing the same work he was doing prior to estab- 
lishment of the limited surgical privileges policy. This 
problem will recur when younger men are appointed 
to the staff and try to improve their surgical positions. 

I don’t wish to leave the impression that we are a 
completely happy group of general practitioners. 
There is much to be desired, but results obtained by 
our department compare favorably with the over-all 
staff experience. I am happy to note that the American 
Medical Association recently has taken active steps to 
learn more about hospital practice and has created at 
least two powerful committees to study the question of 
hospital accreditation and the necessity of limitation 
of surgical privileges. I know that the bombardment 
we have taken in the lay press w ill not deter the gen- 
eral practitioner from continuing to improve his capac- 
ity to be a good doctor and a helpful friend to his 
patients. 
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The doctor who plans to build a medical practice unit is 
wise if he reviews what other physicians already have 
learned about medical architecture. This is the third GP 
article based on the Sears-Roebuck Foundation’s “‘Plan- 
ning Guide for Establishing Medical Practice Units,’’ 
prepared in cooperation with the American Medical Asso- 
ciation. It will be of interest to all doctors who plan to 
build or renovate medical units.—PUBLISHER 


SUCCESSFUL COLLABORATION of the doctor and the archi- 
tect can produce a functional workshop for the doctor 
and a pleasant environment for his patients. However, 
there are many pitfalls along the way which can lead to 
misspent money and loss of time and efficiency. Many 
of these pitfalls are unnecessary and may be avoided by 
following the advice offered below. It is the product of 
years of experience in medical facility planning. 

Building a new structure allows the doctor to plan 
the type of facility he wants, the Foundation experts 
point out, and to place it where he wants it. Only his 
pocketbook limits the results. A new building has pos- 
itive advantages in freedom of arrangement and dec- 
oration, and can be built to require a minimum of 
maintenance. It is a tangible investment which, when 
properly managed, will return monetary rewards along 
with operational efficiency and proprietary satisfaction. 

However, if the doctor is not sure of what he wants, 
or if money is a problem, remodeling is often the 
quickest, easiest and least expensive way to house a 
new medical practice facility. Store buildings and large 
residences in good locations may be converted to good 
advantage with a comparatively small original invest- 
ment. However, it is important to inspect them care- 
fully for structural faults. 

The structure should be checked for sagging floors, 
badly cracked plaster and for signs of leaks which indi- 
cate conditions needing repair. If remodeling will mean 
extensive rearrangement of the existing partitions, it 
should be determined which partitions are supporting 
the other floors or the roof. Floor framing should be 
checked to see whether additional load can be carried 
without sagging. 


Must Allocate Space 


If there are many serious structural faults, signs of 
extensive decay or termite damage, the building is a 
poor investment. The cost of making a building sound 
can often be as much, or more than its purchase price. 
Advice from an architect or builder will help in avoid- 
ing pitfalls that can arise from remodeling. 

Ifa building is structurally sound, the doctor must 
next consider its space arrangement in relation to its 
anticip:ted use. He must determine whether all ele- 
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PLANNING MEDICAL UNIT INTERIORS 


ments can be fitted into the space in a workable manner 
and whether extensive partition changes will have to 
be made. It is wise to make a rough plan of the existing 
structure and then try to fit the office to the plan. 
Again, Foundation experts point out, assistance in 
planning will usually save far more than it costs. 

The doctor is next ready to consider some of the 
details of the building, such as heating, plumbing and 
electrical systems—in other words, the utility capacity 
as a whole. He will need to find out what changes are 
necessary to result in a workable building. 

A full consideration of the foregoing problems and 
an estimate of probable costs determine the feasibility 
of remodeling. Unit costs on remodeling always run 
higher than the same work done in a new building. 
Some buildings require little more than space alloca- 
tion and moving in equipment to be ready to use. 
Others may essentially demand rebuilding. 

A third alternative is to rent or lease space. This 
takes less capital outlay initially and is especially ad- 
visable if the doctor is doubtful about the value of the 
location. However, anything he pays for is usually lost 
if he moves. Any improvements he makes should be as 
minor as possible unless he is sure of the location and 
signs a long-term lease. Money can be saved by using 
movable partitions or by using cabinets and equipment 
as partitions. 


Squeezing Is Prevalent 


In most instances, doctors who rent invest only in 
the necessary paint, draperies and equipment. As a 
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result, they often put up with a makeshift and incon- 
venient arrangement of rooms, which causes inefficient 
operation. 

Space is the primary requirement in laying out the 
medical practice facility. But it must be properly 
arranged. The average area for a doctor’s “‘office” is 
about 1,000 square feet. It is possible, but not conven- 
ient or profitable, to have an office of no more than 200 
square feet. Some offices are as large as 2,500 square 
feet per doctor. The minimum workable office is about 
600 square feet. When more than two doctors combine 
or use an office jointly, it is possible to reduce the area 
per doctor to a certain extent, but the reduction de- 
pends on management methods. 

There is a tendency to squeeze too many people and 
too much equipment into too small an area. The ideal 
room provides enough space for equipment and fur- 
nishings and for working comfortably without wasted 
steps. One person needs a space two feet wide to walk 
comfortably between equipment. Three feet will allow 
two people to meet and slip by each other, but at least 
four feet are needed if two people are expected to work 
around each other without serious interference. Exam- 
ination and treatment tables can be shoved against a 
wall to save space, but it is much more efficient to work 
from two sides and one end. : 

The possible variations in types of heating and air 
conditioning systems, many of which are the result of 
new improvements, can become quite confusing. All 
systems have their advantages, but climate and other 
local conditions have a bearing on the proper selection. 

Air Systems. A forced air system is economical to 
install and moderately economical to operate. It can 
be adapted to cooling, but adaptation can cause diffi- 
culties if the ducts are not large enough and if they 
are not insulated. One drawback of the air system is 
the difficulty of zone or individual room control. Nor- 
mal control is with one thermostat, which can result 
in varying unbalance depending on location of the 
thermostat and wind direction. It is hard to control 
sound distribution, as the ducts often act as speaking 
tubes to transmit noises and conversations throughout 
the building. Improper installation of the system may 
result in a wide distribution of odors. The outlets are 
unobtrusive and, if properly placed and adjusted, will 
deliver draft free air without restricting placement of 
furniture and equipment. 

Hot Water and Steam Systems. Improved radiation 
resulting from finned tube coils makes circulated hot 
water systems more efficient than the old gravity sys- 
tems with radiators. They are also more adaptable to 
zone control. Installation cost is greater than for air 
systems but fuel costs are slightly lower. Power costs 
go up with multiplicity of zones. A great deal of area 
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a location and has little capital to invest, 
may decide to rent or lease space. 
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along the outer walls is restricted in use with base- 
board radiation. Convector type radiation takes up less 
wall area but protrudes farther into the room. 

Hot water systems with fan type convectors are 
readily adaptable by the addition of a water chiller to 
cool the system’s water. The convectors should also 
introduce fresh filtered air for ventilation. The pipes 
must be insulated with a new type insulation which 
contains a vapor barrier to prevent condensation. If 
the pipes are uninsulated or have no vapor barrier, 
enough condensation can form to drip and run off, 
ruining plaster and furnishings. 

Radiant Heat. Radiant type systems with coils in the 
walls, floors or ceilings furnish an economical and 
unobtrusive way of heating, but installation costs are 
higher. In low humidity regions, it is also adaptable to 
cooling by circulating chilled water. Rapid changes in 
temperature are not easily taken care of because the 
necessity of heating or cooling such masses of structure 
forces a time lag between demand and satisfaction. 
This system can be very comfortable if properly 
engineered. 

Air Conditioning. No heating system in a semipublic 
space such as a medical practice facility should be 
installed without cooling or provision for the addition 
of cooling. Foundation experts assert that “in a few 
years cooling will be so universal any doctor expecting 
patronage from the public will find the lack of cooling 
detrimental to that patronage, as well as to his own 
comfort and efficiency.” 

Individual room or window type coolers are the 
usual first attempts at cooling buildings with heating 
systems not readily adaptable to cooling. These units 
are inexpensive to install if only a room or two is to be 
cooled. However, they are obtrusive both in the room 
and on the exterior, are relatively inefficient and 
uneconomical. Individual cooling units in all rooms 
entail more investment in equipment but are com- 
pletely flexible. The cperating cost is high. 

The next usual move is to get a large central cooling 
unit for the entire space. These units are primarily 
designed for use in large, unpartitioned areas. They 
are unsatisfactory unless they are connected to the 
various rooms with both supply and return ducts. If 
they are not so connected, the space where the unit is 
located is too cool, the other spaces are warm and 
stufly. Connection to outside air for both is necessary 
to eliminate recirculation of stale air. 


Should Consider Conversion 


Radiant type systems in walls or ceiling can be used 
for cooling with the addition of a water chiller. Floor 
type radiant panels are not too efficient unless there is 
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forced movement of the air. True air conditioning, 
including introduction of fresh, conditioned, filtered 
air is possible only when ducts and fans are added for 
this purpose alone. 

Air systems which already have means for moving 
conditioned air are the easiest to convert, provided the 
necessary larger and insulated ducts required to move 
the greater volume of cool air are part of the original 
system. Usually, in addition to the cooling coils, a 
larger fan, more filters and a source of outside air have 
to be added to the system for satisfactory results. Old 
ducts without adequate insulation are a source of 
trouble. Too often installations have been made with- 
out insulation and within a few years duct work has 
rusted and condensation has stained and rotted por- 
tions of the structure. When installing filters, the doc- 
tor should investigate the possibility of getting the 
electronic type. They are more efficient than the 
mechanical type and come closest to providing truly 
clean air. 

The system is adaptable to air conditioning when 
used with fan type convectors which provide for the 
introduction of fresh air. Naturally, this adds to the 
cost of the system. 


How to Soundproof 


Doctors are pledged to respect information given by 
their patients and are scrupulous in doing so. They 
should also be scrupulous in providing quarters which 
prevent eavesdropping, intentional or otherwise. 
Soundproofing thus becomes an important factor in 
the construction of their facilities. 

There are two ways of reducing sound. Neither is 
complete in itself, but each complements the other. 
One is to reduce the intensity of sound at its source by 


Doctors cannot afford to do without skilled architectural advice. Close 
collaboration will result in a building which fulfills the physical 
requirements for medical treatment, as well as the psychologic needs 
of the doctor and his patients. 
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providing sound-absorbing surfaces. Acoustic ceiling 
and wall panels, draperies, rugs and soft furniture all 
contribute to reducing the intensity. The other method 
of soundproofing is to provide partitions which reduce 
the passage of sound. Massive partitions and double 
partitions with sound-absorbent blankets between do 
the best job. Sound also passes through and around 
doors. To be really soundproof, they have to be 
weatherstripped and of special construction. However, 
a heavy slab door with sponge rubber or felt weather- 
stripping is effective in most instances. 

Medical practice facilities usually require more 
plumbing equipment, particularly sinks and lavatories, 
than may already be installed in a building. The addi- 
tion of these facilities or the moving of existing utilities 
to new locations may become a problem in buildings to 
be leased or remodeled. The internal condition of 
existing piping can seldom be determined by observa- 
tion, but if the water pressure is lower in the building 
than in neighboring structures, it is a fair indication 
that the pipes have corroded to the point where 
replacement may be necessary. Brass or copper piping 
is good insurance against this trouble. 


Study Flexibility 


Water hammer caused by a lack of provision for air 
cushioning at fixtures can cause leaks as well as annoy- 


ance. New fixtures should always have air cushions in 
the piping. All fixtures should have additional shutoff 
valves below the operating valves to facilitate repairs 
without having to shut off all the water in the building. 
Money spent for better quality fixtures and brass or 
copper pipes will not be regretted. Acid-resisting fix- 
tures where needed and high quality faucets will repay 
the doctor in continued trouble-free operation and 
lower maintenance. 

One important thing to keep in mind in laying out 
an office is that changes in arrangement may be re- 
quired. In order to effect possible changes more easily, 
it is well to try to make the space as flexible as possible 
by the use of movable partitions. They are made by 
numerous manufacturers. However, a good approach 
to the same result is to utilize casework such as closets, 
bookcases, storage units and work counters. Built-in 
furnishings and equipment result in neat, uncluttered 
rooms. They also reduce permanent partitions to a 
minimum. 


Install Ample Electric Service 


Steel or wooden casework is obtainable in all g: des, 
shapes and sizes. Knockdown units and kits c:1 be 
secured from many sources. Such casework is pa’ ticu- 
larly advantageous in rented quarters because it cin be 
salvaged when the time comes to move or rear/ange 
space functions. 

The size of the electric service should be more than 
ample. Usage of electricity continues to rise, and new 
devices coming on the market almost daily will eventu- 
ally become part of the doctor’s equipment. X-ray 
machines and some of the newer electrical instruments 
require a nonfluctuating source of power. Undersized 
electrical services act like clogged pipes in a plumbing 
system, limiting the flow of electricity to a trickle when 
too much is used at one time. 

The switchboard or fuse box should also have capac- 
ity for enough circuits to distribute the electricity to 
all the lights and convenience outlets. These distrib- 
uting circuits can handle only a certain number of 
outlets, the more outlets, the more circuits. If the load 
on any one outlet is heavy, then fewer outlets can be 
on that circuit. Electrical outlets should be in con- 
venient places, not behind heavy pieces of equipment 
or furniture. There should be enough outlets available 
so that the doctor does not have to unplug one piece of 
equipment to use another. 

A minimum of 10-foot candles is desirable in the 
halls and as general illumination in waiting rooms, 
utility rooms, ECG and BMR rooms. For reading, as 
in the waiting room, office and consultation rooms, 
about 30-foot candles is required. For fine print, 
bookkeeping, etc., the lighting level should be at least 
50-foot candles. Examination and treatment rooms 
should have a general level of about 30-foot candles, 
with between 50- and 100-foot candles on the exam- 
ination table itself. If operations are performed in the 
office, the operating table needs between 400- and 
1,800-foot candles, depending on the type of surgery. 
For the usual run of minor operations, 400-foot candles 
should be enough. When a high intensity of local 
lighting is needed, the general level should be raised 
to prevent eye strain. Unevenly lighted areas in the 
same room should be avoided. Contrast is good for 
show windows, but not for working areas. 

A succeeding issue of GP will explain the eight 
basic elements found in nearly all medical offices. 
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Functions of a General Practice Department 


HOSPITAL 


COMMUNITY 


This is the third article in a series prepared by the 
Academy's Commission on Hospitals. These articles out- 
line Academy policy and are part of a continuing pro- 
gram to help members improve the general practice of 
medicine in hospitals.—PuBLISHER 


Tue Acapemy’s Manual on General Practice Depart- 
ments in Hospitals outlines the functions of the depart- 
ment as follows: 

*A department of general practice shall be an organ- 
ized segment of the medical staff, comparable to that of 
other staff departments with the following exceptions: 

“1. The responsibilities of this department shall be 
limited to administration and education. It shall not be 
a clinical service and no patients shall be admitted to 
the department. If and when desirable, the department 
may be made responsible for conducting the outpatient 
clinic in whole or in part. 

“2. Since the department of general practice will not 
have a separate clinical service, the members of the 
general practice department shall have privileges in the 
clinical services of the other departments in accord with 
their experience and training, on recommendation of 
the Credentials Committee. In any service in which any 
general practitioner shall have privileges, he shall be 
subject to the rules of that service and subject to the 
jurisdiction of the chief of the clinical service involved.” 


Want Active Participation 


The commission believes that sound organization and 
administration requires that the staff be divided into 
clinical departments and clinical services under the 
department as the size of the hospital warrants, but that 
there be only one department for each major clinical 
held. Ti re isa definite and logical line of responsibility 
and aui)ority from the governing board through the 
admini-'*ator, the medical staff, the clinical depart- 
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ment heads, the chiefs of subclinical services in clinical 
departments, to the individual staff member. The com- 
mission cannot visualize any advantage to duplicate 
organization in one hospital with one group of clinical 
departments and its subclinical services staffed by 
specialists and the other by general practitioners. 

The ultimate goal or objective of all Academy pro- 
grams regarding practice in hospitals is to integrate 
the general practitioner into the staff of his community 
hospital. The purpose of a general practice depart- 
ment is to provide a plan of organizational structure 
that will enable general practitioners to more actively 
participate in the administration of the hospital. 

It is expected that general practitioners will also 
assume more responsibility for educational programs. 
The establishment of a general practice department in 
the staff organization on an equal basis in administra- 
tion with the clinical and nonclinical departments pro- 
vides for representation as a group. A representative of 
the general practice group should participate on an 
equal basis with other departments’ representatives at 
all staff meetings concerned with administration or 
education. 


Equal Opportunity a Goal 


Such organization should result in all physicians on 
the staff having equal opportunity for privileges, for 
training under the supervision of more experienced 
staff members, and for advancing in privileges after 
demonstrating ability. As far as clinical responsibilities 
and functions are concerned, each physician would be 
judged and classified according to interest and ability, 
without regard to type of practice. Clinical division 
should not be considered a specialists’ division but as a 
division of the staff made up of members qualified in 
that clinical field. Under this concept there is no con- 
fusion about responsibility for the care of patients, and 
general practitioners are integrated into the staff. 


163 


| \y 

ut 

\\ 

u- 

its 

ed 

ng 

en 

to 

b- 

of 

ad 

be 

yn- 

nt 

ble 

of 

he | 

ns, 

as 

ns, 

nt, 

ast 

ms 

es, 

im- 

the 

ind 

ry. 

lles 

sed 

the 

| 

= = 


A penny saved is a penny 


Something missing? Sure—that important last word! 


When you prescribe prenatal capsules, the word to remember is Lederle. 
Write it, and assure your patient the genuine Lederle formula! 


PRENATAL CAPSULES 


Dosage: 1 to 3 capsules daily, throughout pregnancy and lactation. 
Each capsule contains: 


2000 U.S.P. Units Folic Acid 
400 U.S.P. Units Calcium (in CaHPO,).. 

Thiamine 2 Phosphorus (in CaHPO 
Riboflavin (B2).... 1 Dicalcium Phosphate Anhydrous 
Niacinamide 5 (CaHPO 
Vitamin Bie Iron (in FeSO.) 
Vitamin K (Menadion ete iO ? 3 Ferrous Sulfate Exsiccated 
Manganese (in MnSO,) 


filled sealed capsules — a Lederle exclusive! More rapidly and 
completely absorbed. No oils, no paste... no aftertaste. 


LEDERLE LABORATORIES DIVISION amenrcaw Cyanamid company PEARL RIVER, NEW YORK C Lederie) 


33 
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‘ 
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190 mg. 
6 mg. fe 
20 mg 
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Facts of Life and Love for Teen-agers. 2nd ed. By Evelyn Millis 
Duvall. Pp. 426. Price, $3.50. Association Press, New York, 
1956. 


Many Books have been written to help the adult under- 
stand the teen-ager. This one is written to help the teen- 
ager understand himself. It is well directed straight to the 
adolescent, frankly discussing the many aspects of matur- 
ing, and in a helpful and reassuring way, answering the 
puzzles of “Becoming Men and Women,” “Getting and 
Keeping Dates,” “Loving and Being Loved.” 

The size of the book, the size and darkness of the type, 
the descriptive plates and illustrations, plus the author’s 
style, make it distinctly appealing to the age group for 
which it is written. 

Some young people who are too reticent to ask parent 
or family physician, will welcome the opportunity to find 
their questions answered so well here. 

—Huceu H. Hussey, m.p. 


Surgical Diagnosis. By Philip Thorek, M.D. Pp. 320. Price, $12.00. 
J. B. Lippincott Co., Philadelphia, 1956. 


Put. THoreK has been seen and heard by more Academy 
members than just about any other person. Those who have 
been enchanted by his dramatic speaking style and his 
infinite clarity will not be disappointed in reading him. He 
has a way of dramatizing that serves the purpose of making 
one remember with vividness what he wishes to emphasize. 
He has the gift of simplifying, and winnowing out what is 
extraneous and confusing. He sometimes runs headlong 
into the pitfall of those who may use characterization and 
simplification to drive home a point. His description of the 
chronic cholecystitis patient is a classic. But like all classic 
cases in medicine, it does not fit your case. For example, his 
sure-fire clue to the diagnosis of this disease—an intolerance 
for raw apples—has yet to fit a single one of my carefully 
quizzed gallbladder victims. I have pleaded with them not 
to like raw apples so that I could reconfirm Thorek’s Law. 
But they all insist that they ove raw apples, even as they go 
under the anesthetic. 

Yet it serves a very useful purpose to be didactic about 
symptom complexes. It furnishes one a fixed point, from 
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which he can depart in the puzzling business of diagnosis, 
always knowing that he can return to it for the purpose of 
reorientation if he wanders too far afield. 

Thorek’s work is a very useful one in that he presents the 
usual in each of the many examples of surgical diagnostic 
problems—a usual that we must all become familiar with 
if we are to beware of the unusual about which he fre- 
quently warns us. 

His simplifying devices are valuable, though not always 
infallible. (The F’s of gallbladder disease; the S’s of tubal 
pregnancy, and a number of other mnemonics.) They serve 
to fix in one’s mind the to-be-expected. Thorek did more to 
make me achieve order out of the confusion of jaundice 
than all the scholarly dissertations and papers upon the 
subject. I wager there will be fewer colonic carcinomata 
overlooked because of this work. 

Whether you search for help in diagnosing a scalenus 
anticus syndrome, or are trying to evaluate a head injury, 
Thorek can help you. 

Well written, and readable, ably illustrated, particularly 
ably diagrammed, this is a volume that you should first 
read, cover to cover, and then refer to. 

Usually, I hesitate to endorse a book because it is for 
general practitioners. But I do endorse this one. It is for 
general practitioners because Phil Thorek, in his many 
lecture pilgrimages to Academy gatherings, has learned — 
much of us and our needs. I am convinced that this knowl- 
edge of the general man has enabled him to produce such a 
worth while volume. —Francis T. HopcEs, M.D. 


The Office Assistant in Medical and Dental Practice. By Portia M. 
Frederick and Carol Towner. Pp. 336. Price, $4.75. W. B. 
Saunders Co., Philadelphia, 1956. 


THE MULTITUDINOUS DUTIES of a doctor’s “Girl Friday” are 
accurately described in The Office Assistant. The contents 
are valuable to anyone who works in a doctor’s office. They 
will also lighten a doctor’s task in training a new employee. 

This is a book designed to orient the doctor’s assistant 
in all phases of her work. It is also a well-illustrated refer- 
ence manual she will want to keep throughout her career. 
About half of the chapters are devoted to office procedures, 
and the other half to actual medical and dental assisting 
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duties. The comprehensive nature of the book is significant, 
since 65 per cent of the physicians who employ aides hire 
only one girl. Obviously, she must be versatile. 

The Office Assistant stresses the importance of human 
relations in professional prattice. The authors thoroughly 
amplify their advice with many specific “do’s” and 
**don’ts.” This thorough treatment is characteristic of the 
many subjects discussed, including how to write a series of 
collection letters, how to care for instruments and supplies, 
how to prepare accident and health insurance forms, how 
to administer medications, and how to prepare a patient 
for various types of examinations. 

The authors take a strong position for encouraging “‘ad- 
vance fee discussions” and tell the medical assistant to be 
“enthusiastic about the success of voluntary health insur- 
ance.” Some doctors would not agree. Nevertheless, this 
does not diminish the value of the book to any doctor and 
his assistant. With no intention of writing a “blurb,” The 
Office Assistant is comprehensive, realistic and extremely 
helpful. —Lois LaMME 


Hunterdon Medical Center. The Story of One Approach to Rural 
Medical Care. By Ray E. Turssell, M.D. Pp. 236. Price, $3.75. 
Harvard University Press, Cambridge, Mass., 1956. 


A CHALLENGE to proponents of socialized medicine is one 
rural community’s answer to the problem of augmenting 
its local medical resources. Community leaders of Hunter- 


don, N.J., recognizing the need for a local hospital and for . 


> 


a health center, considered a combination of the tw:) to be 
advantageous in merging preventive and curative me .licine. 
Dr. Trussell tells the story from the initial planning ‘or the 
Hunterdon Medical Center to its present develo; ment, 
The work of the general practitioner is now implemented 
by a house staff maintained through a university-alliliated 
program and by a staff of resident specialists who, except 
in emergencies, see patients only on reference from a local 
doctor. 

Although of some interest to the general practitioner, 
this book can be best utilized by hospital administrators and 
trustees, by public health workers and by lay people con- 
cerning themselves with the health needs of their com- 
munities. —S. S. Kery, mp. 


Techniques in Blood Grouping. By Ivor Dunsford ¢ C. Christopher 
Bowley. Pp. 250. Price, $4.50. Charles €C Thomas, Springfield, 
Til., 1955. 


THIs INEXPENSIVE, practical manual is divided into three 
sections. The first is concerned with basic principles of 
immunology as related to the erythrocyte and to general 
remarks on methodology and organization in a blood group- 
ing laboratory. The second section is devoted to a detailed 
description of each procedure as recommended by the 
authors. The last section contains a glossary of terms and 
symbols used in blood group serology. The versions pre- 
sented in each section are those employed at the Sheffield 
Blood Transfusion Center. 
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This handy, little manual is well conceived and easy-to- 
read. Because of its spiral binding, the book’s pages lie flat, 
an advantage to the novice who is following the stepwise 
directions given for each technique. No index is included, 
but the table of contents is well arranged. Adequate space 
is devoted to most aspects of blood banking, although none 
is allotted to processing of plasma. The investigation of 
transfusion reactions should be more fully developed. 

On the whole, however, this is an excellent volume. Its 
chief merit lies in orderly presentation of methodology. 
Accordingly, a copy should be in the library of every blood 
grouping laboratory. It should also be available to every 
physician who employs transfusion therapy, because of its 
concise presentation of the magnitude of blood banking 
procedures. J. HarrincTon, M.D. 


The Nonvenereal Diseases of the Genitals. By Fritz T. Callomon, 
M.D. & John F. Wilson, M.D. Pp. 335. Price, $12.50. Charles 
C Thomas, Springfield, Ill., 1956. 

THIS EXCELLENT, up-to-date publication on nonvenereal 

diseases of the genitals has been long awaited by those of us 

who frequently encounter these lesions. In reviewing this 
book, I am particularly impressed by the readability and 
the method of presentation of each disease entity. The 
authors are to be congratulated on their collection of pic- 
tures illustrating the various conditions. This publication 
thoroughly covers modern research and therapy on the 
many nonvenereal diseases of the genitals, and discusses 
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the difficulty in distinguishing them from many of the non- 
venereal diseases. 

Because diagnosis of many of these conditions is most 
perplexing, this publication is highly recommended, par- 
ticularly to the dermatologist, urologist and gynecologist. 
The busy general practitioner should have this book avail- 
able as a reference book, and it should be available in all 
county medical society libraries. Because the text reports 
new techniques, it should be particularly valuable for phy- 
sicians in public health work.—T. E. McMuan, M.D. 


In the Doctor's Office, The Art of Being a Medical Assistant. 2nd ed. 
By Esther Jane Parsons. Pp. 326. Price, $3.95. J. B. Lippincott 
Co., Philadelphia, 1956. 

*“‘MosT DocTors now desire a receptionist, a secretary, an 

office nurse and laboratory technician rolled into one.” 

Accordingly, Jn the Doctor’s Office contains a concise refer- 

ence and review of both medical and business procedures. 

This second edition includes the author’s personal ob- 

servations, as well as advice and suggestions from doctors 

and their assistants. 

Doctors’ assistants, and all personnel in a doctor’s office, 
will find in this book information that will help them attain 
higher standards of efficiency and inspire them to render 
more loyal and efficient service to their employers. Infor- 
mation is presented in a rather informal but philosophic 
manner. There are many practical suggestions for dealing 
with the human relations problems that an aide constantly 
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= The average sleeper changes his position 
from 20 to 60 times a night; moves around 
from 3 to 5 minutes; takes from 5 to 10 
seconds for each change. 


= Who sleeps like a log? Almost no one. 
In fact, sleep paralysis (from pressure 
on nerves) can result from “sleeping 
like a log.” 


= Plasma volume is reduced while the 
patient sleeps; lactic acid levels of 
the blood are lower. 


wlf a person is deprived of sleep for from 
36 to 100 hours, he becomes increasingly 
irritable, may show mental deterioration. 
In most cases, 10 to 15 hours of sleep 

will bring about recovery. 


In Bali, a masseur-medicine man induces 
sleep by exerting manual pressure on the 
carotid triangle for about two minutes. 


= Lotusate,® new hypnotic-sedative, helps 
the patient to a good night and a good 
morning. Here is a Caplet, not a capsule, 
with everything new to win cooperation 
from patients who hesitate to take the 
same old “sleeping pills.” Caplets® 

are available in new colors, new shape, 
new form—for new success in winning 
restful sleep. Effective in 15 to 30 
minutes for a desirable 6 to 8 hours. 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S. Pat. Off. 
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faces. A chapter entitled “Mind over Matter” discusses 
the special problems of psychiatric practice. 

First aid is emphasized as “the most important thiig that 
the medical assistant may have to do alone.” The rules of 
first aid are reviewed in a chapter entitled ‘No Doctor in 
the House.” 

Above all, the reviewer is impressed with the author's 
psychologic insight and her ability to convey the distinct 
impression that “little things count” in the art of being a 
doctor’s assistant. 


Hey Groves’ Synopsis of Surgery. 14th ed. Edited by Sir Cecil 
Wakeley, M.D. Pp. 651. Price, $7.00. Williams and Wilkins 
Co., Baltimore, 1954. 


Groves’ synopsis of surgery covers the entire field in ab- 
breviated form. The scope ranges from inflammations with 
their vascular changes, through fractures, to diseases of all 
parts of the body which require surgery, with a brief sum- 
mary of the surgery involved. The book closes with a brief 
series of pictures of the surgical markings of the body. 

This book is concisely written, gives an orderly arrange- 
ment of symptoms, causes, varieties, with brief diagnosis 
and treatment. It is an excellent reference book for quick 
service with a minimum of reading material for the general 
practitioner. It does not go into detail on surgery but gives 
enough brief information concerning surgery to serve asa 
reference guide. For differential diagnosis, this book has a 
place in the general practitioner’s library. 

—KENNETH GLOVER, M.D. 


The Laboratory Diagnosis of Coagulation Defects. By Pietro De 
Nicola, M.D. Pp. 240. Price, $7.50. Charles C Thomas, Spring- 
field, Ill., 1956. 


Most oF us who learned the four-step clotting mechanism 
of Morawitz are lost in a haze of unfamiliar terms and con- 
cepts when confronted by present-day theories. Dr. De 
Nicola has nicely utilized the traditional formula as a 
starting point, and has step-wise fitted in the newer thought 
—both established and theoretic. After a clear presentation 
of the physiologic basis of coagulation (and its inhibition), 
general and specific defects in the mechanism are pre- 
sented, with an emphasis on diagnosis. There follows 4 
technical section on methods which is complete and 
clearly presented. 

The bibliography is a large one and the index well done. 
The book is well printed, has clear diagrams, tables and 
charts, and makes easy reading of an elusive subject. 

—Rosert J. Giston, M.D. 


Caring for the Sick Child at Home. By Marion Lowndes. Pp. 15). 
Price, $3.00. The Westminster Press, Philadelphia, 1955. 


Tus BOOK covers the practical and family problems that 
arise when a child is ill and being cared for at home. Mr. 
Lowndes has compiled a complete and helpful manual 0 
the subject, one which the general practitioner can well 
recommend to mothers faced with the problem of caring for 
a sick child at home. 
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The book deals with all aspects of home nursing, as well 
as with problems of recreation, community resources, safe 
conduct and emergency measures. Though not illustrated, 
[ found it well organized and both clearly and entertain- 
ingly readable. —Mrs. M. S. DonaLpson 


Ginical Studies in Neurology. By Harry Lee Parker, M.D. Pp. 364. 
Price $6.50. Charles C Thomas, Springfield, Ill., 1956. 


Tue purpose of this volume is to educate the reader by pre- 
senting interesting, illustrative word pictures of various 
neurologic conditions. The author recorded and edited 
his morning talks to students at the University of Dublin, 
presenting each time one or more cases illustrating typical 
neurologic conditions. The personalized description of 
the patient and his symptoms enables the reader to remem- 
ber the condition much more vividly than does the ordinary 
textbook quoting of conditions and statistics. A wide range 
of conditions is covered in an engaging form. This book is 
definitely not a reference book but is suitable for casual 
bedtime reading. —J. Auison Cary, M.D. 


Ginical Laboratory Diagnosis. By Samuel A. Levinson, M.D. and 
Robert P. MacFate, M.D. Pp. 1,246. Price, $12.50. Lea and 
Febiger, Philadelphia, 1956. 

Tuis is a comprehensive textbook of clinical laboratory 

diagnosis. It is well written and well indexed. There are 

numerous illustrations, tables and plates. The book is of 
great value for differential diagnosis of diseases by labora- 

tory methods. It is concise, even though it runs to 1,246 

pages. There is also a section on legal medicine and 

toxicology. 

This is not a book that the general practitioner would 
read in its entirety, but is an excellent reference book on 
collecting specimens on specific laboratory tests that may 
be done. The family doctor could well refer to this book 
frequently. —T. A. SapPINGcTON, M.D. 


Skin Surgery. By Ervin Epstein, M.D. Pp. 228. Price, $7.50. Lea & 

Febiger, Philadelphia, 1956. 
SURGICAL PROCEDURES of various kinds are appropriate in 
treatment of a variety of cutaneous lesions. This book 
describes the modalities and techniques available and the 
indications for their use. Its value lies in its presentation of 
office procedures with the scalpel, electrodesiccator, cu- 
rette, cautery and refrigeration instruments. Chapters are 
devoted to biopsy, epilation, dermabrasion, therapeutic 
tattooing, surgery of diseases of the nails, skin grafting, 
plastic surgery of oral tissues, and Mohs’ chemosurgical 
methods. The basic techniques of general and reconstruc- 
tive surgery are outlined in the chapters on scalpel surgery. 

Fach of the 18 contributors endeavored to avoid over- 
selling his favorite methods but tried to present fairly the 
method that would best deal with particular circumstances. 
The limitations of various methods are given. The con- 
nbutors included dermatologists and surgeons of several 
specialties. Their individual chapters are of different de- 
grees of merit. Some are elementary ; some are well written, 
some unskillfully done. Imbalance is evidenced by the ex- 
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Change to 


Lotusate 


new hypnotic-sedative 
NEW colors 
NEW size 
NEW shape 


Hypnotic: 
1 Caplet 15 to 30 
minutes before retiring 


Bottles of 100 Caplets.® 


Effective: in 15 to 30 minutes 
Duration: 6 to 8 hours 


Awakening: as fresh and 
regenerated as 
by natural sleep 


Sedative doses: 


pink Caplet, 50 mg. (34 grain) 


or yellow Caplet, 


2 or 3 times a day. 


Lotusate (brand of talbutal) and Caplets, 


trademarks reg. U.S. 


New York 18, N.Y. + Windsor, Ont 


brand of talbutal 


purple Caplet 


120 mg. (2 grains) 


30 mg. (% grain) 


Pat. Off. 


(hormerty Winthrop Stearns inc) 
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penditure of only three pages on biopsy and of 35 pages 
on oral plastic surgery. 

Illustration is a strong feature of the book. There are 
more than 300 photographs and drawings. 

Those who do surgery and are interested in what surgery 
has to offer dermatologically will profit by studying this 
volume. Its appeal to general practitioners cannot be 
universal. —Guert E. Ryper, M.D. 


Campbell's Oferative Orthopaedics. 3rd ed., 2 vols. Edited by J. 8. 
Speed, M.D. Pp. 2,124. Price, $40.00. The C. V. Mosby Co., 
1956. 


THIS TWO-VOLUME operative orthopedics is a very complete 
treatise on orthopedics and completely covers the entire 
field. 

These volumes are well written in easily understandable 
English. They are profusely illustrated and contain many 
excellent diagrams. It is my opinion that all men doing 
orthopedics should have them in their library. They are 
excellent for reference and review. 

The comprehensiveness of this work is outstanding and 
for this reason should be available for all residents and 
orthopedists, The section on fractures, as well as the sec- 
tions on infections and diseases of the joints, are of par- 
ticular interest to those doctors in general practice who are 
occasionally forced to do some orthopedics. 

—Matcom E, Puetps, M.p. 


Ankylosing Spondylitis. By J. Forestier, M.D., F. Ja:jueline 
M.D. and J. Rotes-Querol, M.D. Pp. 375. Price, $10.50. 
Charles C Thomas, Springfield, Ill., 1956. 

THis BOOK is a detailed, complete treatment of ankylosing 

spondylitis as distinct from rheumatoid arthritis. [his is 

the condition also known as Marie-Strumpell disease or 
rheumatoid arthritis of the spine. It is definitely not for 
casual reading. The book is profusely illustrated with very 
good x-rays and pictures and is easy to read. Discussion of 
treatment is thorough, including the author’s opinion of 
the effectiveness of all modes of therapy. This book is for 
internists, surgeons and roentgenologists for differentiation 
of this type of arthritis from others. It can be used by the 
general practitioner as a reference and as a source of in- 
formation for therapy. —J. Auison Cary, .p. 


Diseases of the Skin. 1th ed. By Richard L. Sutton, Jr. Pp. 1,479. 
Price $29.50. The C. V. Mosby Co., St. Louis, 1956. 


THE TENTH EDITION of Diseases of the Skin was published in 
1939, by Dr. Richard L. Sutton (Senior). As might be ex. 
pected, this eleventh edition, by Dr. Richard L. Sutton, Jr., 
shows enormous changes. Still, it retains the advantages— 
good writing, fine illustrations, workmanlike arrangement— 
that have always marked the productions of Sutton, whether 
Senior or Junior. 

This new edition should be immensely popular with all 
practicing physicians, chiefly as a reference book. It is as 
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modern as anyone could hope. It opens the way, through 
an extensive bibliography, to other sources of information. 
There are references to the literature as recent as the cur- 
rent literature. The illustrations—all 1,972 of them—are 
well chosen. None are in color—an understandable sacrifice 
in view of the extraordinary cost factor. 

The preface deserves special note. For physicians who 
write books (or plan to do so), there are some valuable 
pointers. For physicians who buy books, there are thoughts 
that may make them more discriminating in their pur- 
chases. —Hueu H. Hussey, m.p. 


Christopher's Textbook of Surgery. 6th ed. By Loyal Davis, M.D. 

Pp. 1,484. Price, $15.50. W.B. Saunders Co., Philadelphia, 1956. 
Christopher’s Textbook of Surgery is the sixth edition of the 
original, now famous text. Few medical students or prac- 
ticing surgeons are unfamiliar with the earlier editions 
of this comprehensive book. It has been a classic of its 
kind since 1936. 

With the rapid broadening of the field of surgery 
during recent years, no one author has been well enough 
informed in all surgical specialties to write a comprehensive 
general textbook of surgery. Consequently, 87 authoritative 
contributors from the various branches of surgery have 
each written a section. A short biographic sketch accom- 
panies each section. 

General principles of surgery are emphasized through- 


out—anatomy, physiology, bacteriology, pathology and 
biochemistry as they apply to surgical diagnosis and treat- 
ment. The first chapter is devoted to the history of surgery. 
Written by Allen O. Whipple, m.p., it points up the 
importance of tradition in daily surgical practice. The last 
chapter analyzes the qualifications of the surgeon. Written 
by Paul R. Hawley, m.p., it is an excellent ending for 
this comprehensive textbook. 

In spite of the magnitude of the vast field of modern 
surgery, this book provides an excellent framework for 
education of the surgeon, Illustrations are accurate and 
clear. They include both photographs and drawings. For 
the student of medicine, the general practitioner, the gen- 
eral surgeon in practice, and the surgeon preparing for 
board examination, this book is an excellent text. 

S. McCung, 


A History of Medicine. 2 vols. By Ralph H. Major, M.D. Pp. 1,155. 
Price $14.50. Charles C Thomas, Spring field, Ill., 1954. 


Tus BOOK comprises 1,155 pages of fascinating material 
and can be read and reread with interest and pleasure. In 
addition, there are listed Nobel Prize winners in medicine 
and physiology and an exhaustive bibliography, index and 
list of names, famous and infamous, in medicine. 
Possession of these two volumes is a must for anyone 
interested in exploring the tenuous threads of ancient and 
modern medical practice and an underlying basis of present 
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medical concept. They are to be used for occasional read- clear descriptions of cardiac arrest, ventricular fibri‘lation 
ing by subject rather than in chronologic order. and tracheostomy have been added, as well as such sisupler 
The author is to be congratulated on his coverage of a techniques as phlebotomy. The Aélas is well planned and 
multitude of historical subjects. To general physician and _ should be a useful addition to any practitioner’s lib: ary, 
specialist alike, his history contains the same appeal. —Wiuum S. McCune, «0, 
—J. R. Fow 
The Management of Pain in Cancer. Edited by M. J. Schiffrin, Ph.D, 
Atlas of General Surgery. By Joseph R. Wilder, M.D. Pp. 219. Pp. 226. Price, $4.50. The Year Book Publishers, Inc., Chicago, 
Price, $13.50. The C. V. Mosby Co., St. Louis, 1955. 1956. 


Atlas of General Surgery is devoted to surgical techniques The Management of Pain in Cancer is a pocket-size book 
commonly employed by the general surgeon. Alternating —_ which includes descriptions of all the pain relieving pro- 
pages are used to describe in text drawings the various _ cedures that have been found useful in controlling the pain 
operative procedures. Steps of operations are outlined in _ of cancer. 
numbered stages, emphasizing the importance of finishing As one would expect in a text of this kind, the reading is 
one part of a procedure before beginning another. Each _ rather heavy and informational. There has been no effort 
section opens with a short statement of the pathologic to entertain, nor are there many illustrations. The first 
condition, the anatomy involved and the important safe- _ chapter on systemic analgesics is very complete and gives 
guards to be observed in the technical procedure. much information concerning new drugs. The last chapter, 
The book is published in easily readable type on glossy —_ on the psychologic aspects of pain in terminal malignan- 
paper. Illustrations include drawings and actual photo- _ cies, would be helpful to any doctor, particularly to general 
graphs. A number of roentgenograms are shown, as well as _ practitioners. Most of the material in the other chapters 
sketches of surface anatomy. would acquaint the average general practitioner with pro- 
An important advantage of this book over similar atlases cedures employed by surgeons. 
of surgery is the inclusion of several relatively new pro- It is my opinion that the book would be valuable as a 
cedures which may have to be employed by general prac- _reference text on unusually difficult problems of pain in 
titioners under emergency circumstances. For example, cancer patients. —D. W. McKintay, ™.o. 


“All | did 
was sneeze. 
How can you keep 
a stiff neck 
for three weeks 
just from 
a little sneeze?” 


“This ankle’s 

so sore 

it’s agony 

just to put “| bent over 

my shoe on.” to pick up 
my kid. 
Now | can’t 
bend, sit, 
lie down— 
nothing!” 
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Also Received 


AtraoucH GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


The Cellular Basis of Wound Repair. By Martin Allgower, M.D. 
Pp. 125. Price, $6.50. Charles C Thomas, Springfield, IIl., 
1956. 


Contemporary Psychotherapists Examine Themselves. By Werner 
Wolff, Ph.D. Pp. 299. Price, $6.75. Charles C Thomas, Spring- 
field, 1956. 

Hypothalamic-Hypophysial Interrelationships. Symposium of the 
Third Annual Scientific Meeting of the Houston Neurological 
Society, Texas Medical Center, Houston, March 18, 1955. Edited 
by William S. Fields, M.D., Rogert Guillemin, M.D. and 
Charles A. Carton, M.D. Pp. 156. Price, $4.75. Charles C 
Thomas, Spring field, Ill., 1956. 


Metabolism, Pharmacology and Therapeutic Uses of Gold Com- 
pounds. By Walter D. Block, Ph.D. and Kornelius Van Goor, 
M.D. Pp. 76. Price, $2.75. Charles C Thomas, Spring field, IIl., 
1956. 


New and Nonofficial Remedies, 1956. An Annual Publication 
Issued Under the Direction and Supervision of the Council on 
Pharmacy and Chemistry of the American Medical Association. 
Pp. 540. Price, $3.35. J. B. Lippincott Co., 1956. 


“Spent four 
dollars on 
mustard plasters 
for my back 
before | realized 


"I've never needed 
to be helped 


upstairs before.” 


Noradrenaline. By U. S. von Euler, M.D. Pp. 382. Price, $11.50. 
Charles C Thomas, Springfield, Ill., 1956. 


Nurse-Patient Relationships in a Hospital Maternity Service. By 
Marion S. Lesser, M.A. and Vera R. Keane, R.N. Pp. 301. 
Price, $4.25. The C. V. Mosby Co., St. Louis, Mo., 1956. 


Our Blind Children. Growing and Learning With Them. By 
Berthold Lowenfield, Ph.D. Pp. 205. Price, $5.50. Charles C 
Thomas, Springfield, Ill., 1956. 


Peptic Ulcer. By Clifford J. Barborka, M.D. and E. Clinton Tex- 
ter, Jr.. M.D. Pp. 290. Price, $7.00. Little, Brown & Co., 
Boston, 1955. 


Personal Health Record. By Carl A. Dragstedt, M.D. Pp. 26. Price, 
$1.00, The Military Service Publishing Co., Harrisburg, Pa., 
1956. 


A Pictorial History of Medicine. By Otto L. Bettmann, Ph.D. Pp. 318. 
Price, $9.50. Charles C Thomas, Springfield, Ill., 1956. 

Scalpel. Men Who Made Surgery. By Agatha Young. Pp. 311. Price, 
$5.00. Random House, New York, 1956. 


Thoracic Surgery for Physiotherapists. By Gladys M. Storey. Pp. 132. 
Price, $3.00. J. B. Lippincott Co., Philadelphia, 1956. 

Tropical Medicine for Nurses. By A. R. D. Adams and B. G. Mae- 
graith. Pp. 314. Price, $4.75. Charles C Thomas, Spring field, 
Iil., 1955. 


Your Baby’s Care. The First Few Weeks. By Ann Anderson. Pp. 118. 
Price, $2.00. Publisher, Ann Anderson, P. O. Box 481, Chicago 
90, Ill., 1956. 
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derivative—yields 
able results in the control 
and fungal dermatoses. 


... The ointment appeared tobe more sat- 
actory for dry and sealing areas, wi 
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3. Smooth, predictable response: In a 
given patient, the same dose of ‘INVER- 
SINE’ elicits the same blood pressure 
response, time after time, with minimal 
day-to-day fluctuation. 

4. Remarkable physiologic economy re- 
sulting in long duration of action, sus- 
tained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required 
hypotensive effect. 

7. Effective even in patients refractory 
to hexamethonium and other ganglionic 
blocking agents. 


In all these respects, ‘INVERSINE’ 
differs greatly from all other available 
ganglionic blocking agents and is, in 
effect, in a unique category among anti- 
hypertensives. 


CLINICAL STUDIES 


“INVERSINE’ has been used by many in- 
vestigators on thousands of patients. In 
all this clinical work, this new and very 
potent agent has amply fulfilled its 
laboratory promise. By demonstrating 
reproducibility, high potency and 
smooth effectiveness with minimal fluc- 
tuation — all resulting directly from its 
complete absorption from the gastro- 
intestinal tract — ‘INVERSINE’ has suc- 
cessfully circumvented many of the 
objections to the use of ganglionic 
blockade in hypertension. 

In the opinion of one reviewer “. . . 
the most useful ganglionic blocking 
agent to be introduced is mecamylamine 
(‘INVERSINE’). . . . This drug is com- 
pletely absorbed when given by mouth 
and has such a gradual onset and offset 
of action that a continuous and effec- 
tive level of blockade can readily be 
achieved. . . .”1 

Further, in one of many clinical 
trials,+ ““The over-all response rate was 
92%, and 24% of the patients became 
normotensive.”? Investigators have 
found ‘INVERSINE’ to be “. . . the most 
potent and effective of the three drugs 
in reducing the blood pressure. . . .” 
[‘INVERSINE’ and two other ganglionic 
blocking agents. ]2 

Moreover, following ganglionic block- 
ade with ‘INVERSINE,’ some patients 
with hypertension may experience re- 


lief of pre-existing headache and angina 
pectoris. Many patients with retino- 
pathy, congestive heart failure and elec- 
trocardiographic abnormalities, have 
shown signs of improvement during 
treatment with ‘INVERSINE.’ 
‘INVERSINE’ was thus shown to be 
most valuable in the management of 
hypertensive vascular disease. 
SIDE EFFECTS 
‘INVERSINE’ (mecamylamine), though 
comparatively nontoxic, is a very po- 
tent agent which must be used with 
care. Side effects observed during clini- 
cal use are due to excessive pharma- 
cologic action. They may be minimized 
by careful adjustment of dosage and 
close supervision of the patient. 


* * * 


Judged by any standard ‘INVERSINE’ 
(mecamylamine) is the most satisfac- 
tory agent in the treatment of hyper- 
tension by ganglionic blockade. It is 
the most potent and most reliable oral 
agent for the management of hyper- 
tension. 

References: 


1. Sturgis, C. C., et al.: Advances in Internal 
Medicine, J. Michigan M. Soc. 55:154 (Feb.) 
1956. 


2. Moyer, J. H. et al.: Drug Therapy of Hyper- 
tension: Preliminary Observations on the Clinical 
Use of Mecamylamine (A Ganglionic Blocking 
Agent) in Combination with Rauwolfia for the 
Treatment of Hypertension, Med. Rec. & Ann. 
49:390 (Sept.) 1955. 

+ In this clinical trial all patients were 
given, in addition to one of the gan- 
glionic blocking agents, a constant 
daily amount of reserpine. 

*INVERSINE’ is the trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK &CO.. inc.. PHILADELPHIA 1, PA. 
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ACADEMY OFFICER'S PROFILE... 


Director Smith—A Lifetime of Leadership 


WITH HIS OPULENT BACKGROUND of presidencies, direc- 
torates and chairmanships, the election of Dr. Carleton 
R. Smith, Peoria, Il!., to the Board of Directors of the 
American Academy of General Practice last March was 
a natural choice. 

Dr. Smith, a regional advisor and member of the 
Academy’s Commission on Education since 1954, be- 
gan his three-year term on the Board during the 
Annual Scientific Assembly in Washington, D. C. 

A former chairman of the AAGP Committee on In- 
surance, Dr. Smith has maintained an equally busy 
pace in the Illinois Academy of General Practice. In 
1952, he was chapter president; he is also a past 
member of its board of directors. 

Last year he was chairman of the Program Commit- 
tee for the Illinois annual scientific meeting. Besides 
representing his state in the Congress of Delegates for 
many years, Dr. Smith formerly served as chairman of 
the Illinois Academy’s Committee on Hospitals. 

Director Smith is a native of Illinois, born January 
2, 1904 on a farm near Browns, Ill. He attended the 
University of Illinois, graduating with an A.B. degree 
in 1926. His M.D. degree was received from North- 
wesiern University Medical School in 1931 after com- 
pleting his internship at Illinois Central Hospital. 

During his medical school days, Dr. Smith married 
the former Miss Ruth Lankton, a graduate of the 
University of Illinois. 

Dr. Smith’s career can be divided into two eras— 


184 


pre-and post-World War II. Upon his graduation ‘om 
medical school he was in general practice with anoiher 
physician in Chelsea, Mich. for a year. He then went 
into private practice at Villa Grove, near Champaign, 
Ill., from 1933-41. During those years he served as 
secretary and as president of the Douglas County Medi- 
cal Society. For seven years he was president of the 
Villa Grove board of education. 

World War II brought an end to this first era. Dr. 
Smith entered the Army in 1941 and served until 1946 
—spending three years overseas. Directly afterward he 
was active in forming and training the 44th National 
Guard Infantry Division. 

Following his discharge from active duty, Dr. Smith 
settled in Peoria, Ill. 

Aside from his Academy duties during these post- 
war years, Dr. Smith has been a vice president of the 
Mississippi Valley Medical Society, a past president 
of the Greater Peoria Heart Association and a past 
secretary of the active staff of Methodist Hospital of 
Central Illinois—a position he held for four years. 

A member of the American Medical Association, Dr. 
Smith is on the board of directors of the Mississippi 
Valley Medical Society and on the board of the Peoria 
Heart Association. 

He is also a member of the Expansion Committee 
at Methodist Hospital of Central Illinois and is an 
instructor at Methodist Hospital of Peoria Nursing 
School. 

Finding an equally close tie with civic groups, 
Director Smith is a past president of the Peoria Ki- 
wanis Club, president of the Peoria Medical Arts 
Building Group, a member of the American Legion 
and a past member of the Executive Committee of the 
Peoria Community Council. 

His leadership also has brought him the presidency 
of the board of directors of the Peoria Goodwill Indus- 
tries and various positions in the local Chamber of 
Commerce. 

Mindful of disaster, he is a member of the Peoria 
Red Cross Board, and has been a member of the four- 
man Civil Defense Medical Disaster Committee for 
Peoria since its formation. For several years he has also 
been chairman of the Medical and Nursing Committee 
of the Red Cross Disaster Committee. 

A Methodist and a Shriner, he is active on the 
board of the First Methodist Church and in several 
other capacities in the church. He is a member of the 
Peoria Consistory, is on Divan of Mohammed Temple 
and a member of the Royal Order of Jesters. 

Completing his chairmanships, he heads the Moham- 
med Temple’s Crippled Children’s Committee and has 
been chairman of Mohammed Temple Medical Com- 
mittee since moving to Peoria. 
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Next Marcu, the American Academy of General Prac- 
tice will assemble for the third time in St. Louis—the 
only city to have been so honored. It is the only city 
in which the Scientific Assembly of the Academy has 
been held more than once. 

There is, of course, a reason—in fact, several—for 
this distinction. First is the central location of this 
largest Mississippi River metropolis. Close to the geo- 
graphic center of the United States and the hub of a 
great network of railways, air lines and magnificent 
highways, St. Louis is probably within easier reach of 
more people than any other city. 

Facilities in St. Louis are excellent. Kiel Auditorium, 
situated near a large number of fine hotels, has an 
Opera House second to none for the lecture program, 
and both an Arena and Exhibition Hall adequate for 
the large number of exhibits, commercial and scientific 
that flock to these Assemblies in increasing numbers. 

Finally, St. Louis is noted for its hospitality—a 
characteristic in which the St. Louis Academy of Gen- 
eral Practice is no exception. This group seems to have 
an unexcelled talent for making visiting physicians feel 
at home. 

A location of this caliber warrants a program of 
equal distinction. The Committee on Scientific Assem- 
bly has created such a program. According to the 
chairman, Dr. Robert Purtell of Milwaukee, physicians 
attending the Ninth Annual Scientific Assembly on 
March 25-28, will get four days packed with practical 
solutions to the important problems in diagnosis, 
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St. Louis Host City for Academy’s Ninth Annual Scientific Assembly 


Complete Program Outline Presented 
For Scientific Sessions March 25—28 


therapy and surgical procedure which they encounter 
daily in their practice. It is a program, concentrated on 
the “fundamental” subject areas of obstetrics, pedi- 
atrics, surgery and internal medicine. Gynecology, 
cardiology, proctology and orthopedics will also be 
touched on to lesser degrees. 

Reasoning that during the past three years consid- 
erable attention has been devoted to such peripheral 
subjects as the art of medicine, community responsi- 
bilities and psychosomatic problems, Dr. Purtell has 
fashioned a program that departs from those areas in 
favor of the more basic problems of pathology and physi- 
ology. Physicians will hear 
two panel groups on mater- 
nal mortality and neonatal 
morbidity ; a seminar on the 
‘neglected areas” in chil- 
dren; a discussion of pre- 
and postoperative care by a 
surgeon, an anesthetist and 
a family doctor; and a sym- 
posium on new therapies— 
to mention a few. 

Personalities. to appear 
on the “faculty” roster will 
certainly leave nothing to =®ebertF. Purtell, M.D. 
be desired. Such names as 48 “airman of the Commit. 


tee on Scientific Assembly, 
Herbert Schmitz of Chi- Dr. Purtell has favored a 


cago, Lewis Dill of Detroit, —_ program on basic problems 
Goodrich C. Schauffler of of pathology and physiology. 
(continued on page 189) 
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To Be Seen in Assembly City. . . 


The City His Namesake—This famous statue of Louis IX, King of France, after 
whom the city of St. Louis is named, stands in front of the Art Museum in Forest Park, 


Point of Arrival—Many of the thousands of next year’s Assembly visitors will 
arrive at Union Station with its 230-foot clock tower, shown behind Aloe Plaza. Th 
fountain group, enhanced by a system of underwater lights, features 14 brony 
figures symbolizing the meeting of the Mississippi and Missouri rivers. 


Downtown St. Lovis—This downtown scene of the nation’s eighth largest city will 
provide the setting for the Academy’s Annual Scientific Assembly next March. The 
large structure in the foreground is Kiel Auditorium where both the scientific pro- 
gram and scientific and technical exhibits will be presented. 


City Art Museum—Located in Forest Park, 
the second largest public park in America, is 
this City Art Museum which contains some 
7,000 art objects and period rooms. It has a 
big collection of Chinese bronzes, ceramics and 
paintings. 


Ss 


“Hardscrabble” Cabin—One of the many sites of Eugene Field Home—The 
interest is this log cabin built by Ulysses S. Grant in boyhood home of Eugene 
1854 on his St. Louis County farm, “Hardscrab- Field,“ The Children’s Poet,” 
ble.”” Moved twice, it now is on a private estate on is located near the heart of 
Grant Road, just off Highway 30. Admission by downtown St. Louis. It is 
appointment only. open daily, except Monday. 


St. Lovis Zoo—Among the more than 2,000 
animal inhabitants of the St. Louis Zoological 
Gardens are these trained elephants who put 
on regular outdoor shows. 
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“Old Miss"—The Mississippi River, the source of many ro- 
mantic and mysterious legends, has played a major role in the 
growth and development of St. Louis. This levee shows the 
variety of water craft that still sails on the Mississippi. In the 
right hand corner, the nose of the Admiral, luxurious excursion 
steamer, is seen. It makes daytime and evening cruises on the 


Mississippi during the summer from this levee. 


Kiel Auditorium—This close-up shot of Kiel Auditorium, home of two 
former AAGP Assemblies, provides the best of facilities—Opera House, 
Arena and Exhibition Hall. 


Shaw's Botanical Garden—ZJnternationally known for its 
astonishing hybrids and flora of rare beauty. Itis distinguished 
for its rare hybrids of water lilies and the beauty and profusion 
of its orchids and chrysanthemums. 


Goldenrod Showboat—The only boat of its kind still left on the 
Mississippi sailed for 50 years on the Mississippi. Now moored, 
the Goldenrod nightly presents old time melodramas. 


ifferson Memorial Building—Opened in 1913, this was the first public 
memorial to Thomas Jefferson. It houses the Missouri Historical Society 
Library, Museum and the famous Lindbergh collection. The latter includes 
more than 10,000 items, much of the equipment carried on his 1927 
Paris flight. 
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PRACTICAL PEDIATRIC 
DERMATOLOGY 


Despite great general and specific advances that have been 
made in dermatologic therapy in recent years, the larger part 
of effective treatment of cutaneous diseases is still based on 
long established principles and well known agents of topical 
therapy. This is especially true in pediatric dermatology where 
oral and injectable drugs and physical modalities have special 
difficulties and hazards which limit their usability. More em- 
phasis has, therefore, been placed and more detail given in 
this book on the art and science of nursing and medicating 
the skin directly than will be found in most books. Systemic 
medication and non-medicinal agencies have not been 
neglected; they are cited briefly in proper dosage, for proper 
indication and with proper techniques and safeguards. Topi- 
cal treatment, however, requires in addition to prescription of 
agents, methods of use that have to be learned, have to be 
described and have to be taught repeatedly to patients. 


By MORRIS LEIDER, Associate Professor of Dermatology 
and Syphilology, New York University, Post-Graduate Medi- 
cal School. 420 pages, 280 photographs and 13 drawings. 
Price, $10.50. 


HERITABLE DISORDERS 
of CONNECTIVE TISSUE 


Because of the light they shed on normal mechanisms, many 


of the inherited ailments of man have importance far out of 


proportion to their numerical significance. Such is the case, at 
least potentially, with the hereditary disorders of connective 
tissue, the subject of this book. Discussed are generalized 
hereditary disorders of connective tissue: The Clinical Be- 
havior of Hereditary Syndromes; The Biology of Normal 
Connective Tissue; The Marfan Syndrome; The Ehlers-Dan- 
los Syndrome; Octogensis Imperfecta; Pseudoxanthoma 
Elasticum; The Hurler Syndrome; and Concluding Com- 
ments. The book is addressed to the general practitioner, the 
internist and the pediatrician. By VICTOR A. McKUSICK, 
Assistant Professor of Medicine, Johns Hopkins University 
School of Medicine. 235 pages, illustrated. Price, $7.50. 


Fiftieth iy 0 S BY Anniversary 


New Bases of 


ELECTROCARDIOGRAPHY 


In this work the author has taken on his shoulders the work of 
bringing together and explaining the scientific bases of elec- 
trocardiography in terms within the reach of the medical 
reader—and demonstrates the results of their application. The 
reader discovers a world of possibilities in front of him. The 
membrane theory of Bernstein, the dipole theory of Craib; the 
prolific and much discussed theory of the Einthoven triangle; 
the application of the solid angle; the concepts on the ventric- 
ular gradient; all of these applied to the interpretation of an 
electrocardiogram illuminate the tracing and reveal paths of 
interpretation heretofore unknown. Such is the material pre- 
sented in this book. It is a book concerned with the ‘‘how’s” 
and ‘“‘wherefore’s”’ in electrocardiography. It is not intended 
for the presentation of established formulas, but to present 
methods for the better understanding of the tracings and to 
interpret them in the light of what is now known concerning 
the electrophysiology of the heart. 

By DEMETRIO SODI-PALLARES, Chief of the Depart- 
ment of Electrocardiography at the National Institute of 
Cardiology of Mexico, with the Collaboration of ROYAL M. 
CALDER, Editor, English Translation, Clinical Protessor of 
Medicine, Graduate School, Baylor University. 727 pages, 520 
illustrations. Price $18.50. 


CLINICAL UROLOGY 
for GENERAL PRACTICE 


This book incorporates a concise presentation of the practical 
aspects of diagnosis and treatment of all the more common 
urological diseases. In addition considerable original material 
is incorporated in the chapter on Carcinoma of the Urinary 
Bladder. It covers the symptomatology, diagnosis and treat- 
ment of all the more common urologic diseases, plus a section 
on “Steps for Urologic Diagnosis.” A special section on 
‘Female Urology”, incorporating the practical aspects of this 
subject should be of interest to all general practitioners as this 
comprises a large percent of all office urology. General ad- 
vances in therapy are incorporated. In addition an extensive 
evaluation of urinary diversion is included. Modern drug 
chemotherapy for urinary tract infections is also covered. 
By JUSTIN J. CORDONNIER, Professor of Urology, Wash- 
ington University School of Medicine, St. Louis. 254 pages, 47 
illustrations. PRICE, $6.75. 


THE Cc. V. MOSBY COMPANY, 
3207 Washington Blvd., St. Louis 3, Missouri. 


C) Leider “Practical Pediatric Dermatology”...........$10.50 
McKusick “Heritable Disorders of Connective Tissue”... 7.50 


Gentlemen: Send me the book(s) checked with (X). [ Attached is my check. [] Charge my account. 


(] Sodi-Pallares “New Bases of Electrocardiography”.... 
(] Cordonnier “Clinical Urology for General Practice”... 6.75 
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Portland, I. S. Ravdin of Philadelphia, and Edward 
Rynearson of Rochester, indicate the caliber of the 
men who will speak—every one a top authority in his 
field. The 1957 Assembly is undoubtedly going to be a 
richly rewarding four days of useful “take-home” 
medical education. 

The following is a complete outline of the subjects 
to be presented, subject to a possible few changes in 
chronologic sequence or wording of title: 


MONDAY 
1:30 p.m. The Impact of Maternal Mortality Studies on To- 
day’s Obstetrics 
4:00 p.m. Fetal-Neonatal Mortality and Morbidity 


TUESDAY 


9:00 a.m. 
9:30 A.M. 
11:00 a.m. 
11:30 a.m. 
1:30 p.m. 
4:00 P.M. 


The Neglected Eyes and Ears of Children 
Gynecologic Disorders of the Adolescent 
Neglected Feet of Children 

Endocrine Problems in Children 

Advances in Surgery 

Pre- and Postoperative Care 


WEDNESDAY 


9:00 a.m. The Infertile Couple—Physical and Psychologic 
Aspects 

Anorectal Disease 

Symposium on Therapy 

Is it Angina Pectoris? 

Rehabilitating the Cardiac 


11:00 a.m. 
1:30 p.m. 
4:00 p.m. 
4:30 p.m. 


THURSDAY 


9:00 a.m. Is the Lab Report Accurate? 
9:30 a.m. Fractures in Children are Different 
11:00 a.m. Subject to be selected—an international scientist 


1956 “Abstracts” Ready for Mailing, 
Subscribers Must Place Orders Now 


Tue 1956 Eprr1on of “Abstracts” is off the press—the 
frst distribution of bound copies was made at the State 
Officers’ Conference the first of September. 

This year’s “Abstracts,” the largest of all editions, 
includes 472 pages with many more illustrations than 
any of its predecessors. It has 200 more pages than the 
1955 edition. Dr. I. Phillips Frohman, Washington, 
D. C., editor of the 1955 edition and again this year, 
stresses that it has been carefully edited and quality 
printed—a terrific buy for $5. 

Actually, the $5 price foretells that the edition is 
almost sure to end in the red unless there is a substan- 
tial step-up in purchases. 

Persons wishing to purchase “Abstracts” are urged 
to get their orders in right away. Several regular sub- 
scribers have asserted it should be a must for every 
general practitioner. 
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Trends and Events in the Nation’s Capital 


Brisk Action on New Health Laws 


EXECUTIVE BRANCHES of the federal government, par- 
ticularly U.S. Public Health Service, are confronted 
with a record volume of newly enacted national health 
legislation which—in an election season—they are 
trying to place in effect as soon as possible. 

The closing weeks of the 84th Congress gave these 
agencies more money to spend and more new statutory 
responsibilities than they have received in the past, 
over a comparable period of time. Following are the 
major tasks imposed by Capitol Hill which are in 
process of execution: 

Medical care for servicemen’s dependents—A Depart- 
ment of Defense task force, working in close coopera- 
tion with state medical societies and voluntary pre- 
payment plans, is developing a pattern of fee schedules 
and benefit standards to provide for civilian medical 
and surgical services to an estimated 800,000 to one 
million wives and children of military personnel. 
Several regional meetings have been held in various 
parts of the country. The program is scheduled to be 
placed in effect no later than December 8. 

Traineeships for physicians and nurses—U.S. Public 
Health Service is engaged in appointing physicians, 
nurses and other professionals to traineeships whose 
goal is to increase national supply of personnel skilled 
in public health and nursing education, supervision 
and administration. A separate program is designed to 
aid the states in supporting training of practical nurses. 
Altogether more than $5 million in federal funds is to 
be allocated during the current fiscal year, with grants 
going to institutions, state governments and individuals. 

Grants for construction of research facilities—Upon 
recommendation of a newly established advisory coun- 
cil, the first grants are scheduled to be made this fall 
for assistance in construction, expansion and equip- 
ment of medical research laboratories attached to or 
affiliated with professional schools, hospitals, clinics 
and other nonprofit institutions. Thirty million dollars 
has been appropriated for the first year of this three- 
year program. Grants are to be on a dollar-for-dollar 
matching basis. U.S. Public Health Service is the 
administering authority. 

Extension of Hill-Burton program—Congress extend- 
ed _ his type of hospital construction assistance for two 
more years, enabling USPHS and the states’ legisla- 
tures to make plans for participation through June 30, 
1959. The annual authorization of federal funds is $150 
million for beds in general and mental hospitals and 
$60 million to help finance construction, improvement 
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BETWEEN PATIENTS 
(IF ONLY OCCASIONALLY) 


FOR QUICK REVIEW 
OF TROUBLESOME CASES 


CONVENIENT “CATCH-UP” 
WHILE TRAVELLING 


M.D., Myron Prinzmetal, M.D. 


Disease-a-Month was created to combat a growing threat to best 
medical practice; namely: sheer physical inability of the time- 
pressed physician to maintain a routine schedule of compre- 
hensive reading of voluminous forms of medical literature. 


Here is a series of pocket-size 30-40 page clinical monographs 
which even the busiest physician can find time to read—very 
concise, very compact, written in terms of office and bedside practice, 
authored by leading American authorities, devoted to the urgent 
and troublesome problems of modern medical practice. 


Any physician regularly reading the monthly DM monographs, 
will be possessed of an unbelievable wealth of clinical data 
suitable for immediate application and invaluable for future 
reference. Prove it to yourself by accepting the special time- 
limited “on approval” offer below. 


IF YOUR ORDER IS POSTMARKED WITHIN THE NEXT 7 DAYS... 


we will send you the October issue for 10 days’ examination. 
If, after seeing DM, you decide not to subscribe, you owe us 
nothing and may keep the October issue with our compliments. 
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TO READ WHILE 
YOU LUNCH 


DURING “TIME-OUTS” 
AT THE HOSPITAL 


Yes, wherever a spare moment arises, nothing fills the bill as well as 


9 
Disease-a-Month’s 
Fast-reading Pocket Monographs on Today’ s Urgent Medical Problems 


Eprrortat Boarp: Mark Aisner, M.D., Chairman, Charles H. Burnett, M.D., Maxwell 
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Electrolyte Disturb- 
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and expansion of chronic disease hospitals, diagnostic 
and treatment clinics, convalescent homes and _ re- 
habilitation centers. 

National Library of Medicine—This undertaking in- 
volves appointment by the President of a 17-member 
board of regents which will select the library site and 
decide on other important details. With the transfer of 
the world’s largest collection of medical literature from 
Department of Defense to U.S. Public Health Service, 
greater emphasis will be placed on utilization of the 
institution’s services by civilian practitioners, hospitals 
and medical schools. That the National Library of 
Medicine building will be erected on a site in Wash- 
ington, probably on grounds of the National Institutes 
of Health, is regarded as certain. 

National surveys of illness and injury—Here again 
theadministering agency is U.S. Public Health Service, 
although the Census Bureau (Department of Com- 
merce) will have an important supporting role. The pos- 
sibilities of this undertaking, or, more accurately, series 
of undertakings are tremendous, because of the in- 
fluence which the statistical findings will have on medi- 
cal research philanthropies, the direction of public 
health enterprises, prepaid health insurance planning 
andactuarial data, governmental participation in medi- 
cal care financing and even the shape of future amend- 
ments to income tax laws. The USPHS Division of 
Public Health Methods already is well along on blue- 
printing the first surveys and samplings to be con- 
ducted in this continuing program. 

Having a less direct impact, perhaps, on the practice 
of medicine than the newly authorized programs 
described above but still a part of the national health 
legislation record of the 84th Congress are the follow- 
ing projects now in process of implementation: 

Special authorization of federal grants to states and 
institutions, as well as voluntary associations, for 
demonstrations and experiments in field of mental 
health; broader medical care benefits for federal em- 
ployes in foreign service and their dependents; pro- 
vision of funds, land and counsel to the Territory of 
Alaska looking to development and execution of plans 
whereby it may care for and hospitalize the mentally 
il on a basis comparable to that employed by the 
various states; assistance to the states for control of 
water pollution. 


War Declared on Arthritic “Cures” 


Federal Trade Commission, plagued by complaints 
‘fainst false and misleading advertising claims for 
arthritis medicinals, has issued a special warning to the 
public to rely more on their doctors than on extrava- 
sit representations in the press and on television on 
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behalf of questionable patent medicines and so-called 
cures. 

John W. Gwynne, chairman of FTC, stated: “Firms 
advertising ineffective medicines as cures induce suf- 
ferers to delay proper treatment of the disease. This 
delay is not only detrimental to the individual but it is 
injurious to the public health.” 

In an 18-month period, the commission has started 
proceedings against ten firms marketing over-counter 
drugs purporting to relieve or cure arthritis and rheu- 


matism.—From GP ’s Special Washington Correspondent. 


Dr. Francis Hodges, Nationally Known 
Medical Figure, Died August 17 


DeatH came to Dr. Francis 
T. Hodges, San Francisco, 
Calif., on August 17 follow- 
ing a swimming pool acci- 
dent, a subject on which Dr. 
Hodges had devoted much 
time and thought—warn- 
ing others against such a 
peril. 

His tragic passing was 
not without irony—just last 
year he received a Ross 
Award for his outstanding article in GP, “Swimming 
Pool Accidents, Injuries and Illnesses.” 

Death did not come immediately to this well-known 
Californian. In the company of his two daughters, 
Susan, age 12, and Victoria, 9%, he had gone swim- 
ming. The fatal plunge was the sailor dive (arms being 
held close to the body). He suffered a broken neck and 
head lacerations. 

Born in Indianapolis, Ind. in 1907 of a distinguished 
lineage of four straight generations of doctors, Dr. 
Hodges achieved national fame as a family doctor. 

The latest honor was that of being named by the 
Department of Defense to the national Health Plan Ad- 
visory Committee which will see that medical care is 
provided for dependents of all servicemen. Official an- 
nouncement of his appointment had just been made 
this month. 

Last year he was elected vice president of the na- 
tion’s Blue Shield Commission. He was author of nu- 
merous medical articles—many of them receiving na- 
tional acclaim in such magazines as Time and Collier’s. 

At the time of his death he was also editor of the 
California- Western Academy Monthly. He had made his 
last deadline—the August edition was out. 

Dr. Hodges, a charter member of the AAGP, was 
chairman of its Committee on Voluntary Prepaid Medi- 
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cal Care and had served on the Commission on Educa- 
tion and the Prepaid Medical Care Committee. 

He had served as a member of California Physician 
Service’s board of trustees since 1951, and as secretary 
and president. 

His election last year to the vice presidency of Blue 
Shield was preceded by many years of work as com- 
missioner of the 11th District of National Blue Shield 
and on committees of national Blue Shield. 

Dr. Hodges attended Harvard University and the 
University of Indiana, receiving both his B.S. and M.D. 
degrees at Indiana. He began private practice in San 
Francisco in 1937. He was on the staff of St. Luke’s 
Hospital and others in the area. 

He is a past president of the California Academy of 
General Practice. When the chapter was founded in 
1948 he took on duties of secretary-treasurer and held 
the post until he was made president-elect in 1952. 

He had a deep interest in civic work. He was a man 
who liked sports cars and “loved Li’l Abner.” 

Besides his daughters, Susan and Victoria, he leaves 
a son, Edward, 13, and his wife, Alice Lyon Hodges. 

The Academy and the entire medical world will miss 
the man who maintained: “I’m a family doctor and 
I've never wanted to be anything else.” 


All Members May Soon Be Eligible 
For Practice Overhead Insurance Plan 


Tue NEwEsT of the three Academy-sponsored group in- 
surance programs, the Practice Overhead Insurance 
Plan, may soon be able to accept all members, regardless 
of their medical histories. 

This will be possible if 4,000 more applications are 
made in the near future. The underwriting company 
has reported that enrollment has been made at such a 
rate that this requirement is expected to be met very 
Soon. 

In the event that all members are accepted, the 
American Academy of General Practice will be the first 
national medical association to provide this kind of 
protection for its members. 

The company will not only issue clear policies to all 
who applied, but will, thereafter, issue the same cover- 
age to all other members of the Academy who may then 
wish to participate—no matter what their medical his- 
tories reveal. 

The plan will pay up to $1,000 per month for con- 
tinuing office expenses during disability, with premiums 
fully deductible for tax purposes. Moreover, the plan 
safeguar<!s benefits from usual time loss insurance plans 


80 that ‘hese benefits can take the place of normal 
income. 
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Here's to a Successful Residency—Dr. James Nunn (right), a 
1956 Mead Johnson Award winner, receives the certificate of 
award from Academy Member Max Cheplove, Buffalo, N. Y., during 
the annual graduate exercises for interns and residents at Millard 
Fillmore Hospital. Dr. Nunn is now taking his residency in general 
practice . 


Meeting in Memphis—A regional meeting of the Commission on 
Hospitals encompassing Alabama, Arkansas, Kentucky, Louisiana, 
Mississippi and Tennessee was held Sunday, July 22, in Memphis, 
Tennessee. Chairman Ralph E. Cross, Johnson City, Tenn. reports 
that all of the state chairmen with the exception of two attended and 
those two submitted written reports concerning hospital situations 
in their respective states. Seated left to right are Dr. Rogers L. Queen, 
Okolona, Ky.; Dr. Maury F. McRae, Corinth, Miss.; Dr. Cross, 
Dr. Joseph Gladden, Harrison, Ark. and Dr. David James, Mem- 
phis, Tenn. Dr. Rafael Sanchez, New Orleans, La. and Dr. John S. 
Jordon, Birmingham, Ala. were unable to attend. 
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discreet. Your patient will appreciate your prescription for the Lanteen Exquiset. 
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Physician’s prescription package. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin 
in a tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 
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Program to Combine Premedical and Medical 
Education Being Studied at Northwestern 


A PROGRAM to combine premedical and medical edu- 
cation is being studied at Northwestern University 
Medical School. The study is being financed through a 
$75,000 grant from the John and Mary Markle Founda- 
tion and a portion of a recent $300,000 grant from the 
Commonwealth Fund. 

Dr. Richard H. Young, dean of Northwestern Medi- 
cal School, says the new teaching plan would be de- 
signed to provide one continuous program of education 
in basic sciences, humanities and medicine. Instead of 
two separate, sharply divided programs of under- 
graduate premedical study followed by professional 
study of medicine in the medical school, students 
would begin the new course upon graduation from high 
school and finish with an M.D. degree. 

The basic Northwestern medical plan being studied 
involves : 

A student would enter a combined premedical and 
medical course on graduation from high school. The 
course would last seven or eight years and would pre- 
sent a unified progression of study in the arts and 
physical, biologic and medical sciences from general 
concepts to the specialized aspects peculiar to the 
medical profession. 

At the beginning, the student would be exposed to 
courses whose mastery is more dependent on memory. 
Material which requires maturity, integration and un- 
derstanding would come during later years. 

“We feel that these changes would bring about a 
more ideal program for educating the physician in the 
healing arts and sciences and for his role as an indi- 
vidual in the community,” Dean Young said, “but there 
are many problems to overcome before we shall even 
know if the plan is feasible.” 


General Practice Preceptorships Offered 
At Missouri’s Expanded Medical School 


Tue University of Missouri School of Medicine has 
joined 24 other medical schools across the nation in 
providing a preceptorship program in general prac- 
tice for its senior students. 

The former two-year medical school, now enlarged 
to cover a four-year curriculum, has moved into its 
new medical center on the Columbia, Mo. campus, and 
essential portions of the hospital and medical sciences 
building are now in use. The 441-bed teaching hos- 
pital, the entire medical sciences building and the 
nurses’ dormitory will be completed this fall. 

Six preceptors, all practicing physicians, have been 
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appointed on recommendation of the Missouri Acad- 
emy of General Practice and Missouri State Medical 
Association, to train students in the first senior class 
of the enlarged school of medicine. 

The present 21 seniors are the first fourth-year class 
in medicine at MU since 1909 when it cut its medical 
teaching to two years. Next fall, enrollment at Missouri 
University will be stepped up to permit an entering 
class of 75 students. 

The six preceptors are: Dr. Arch Spelman, Smith- 
ville; Dr. Kenneth Glover, Mount Vernon; Dr. Peter 
Siegel, Smithton; Dr. Doyle McCraw, Bolivar; Dr. J. 
H. Trolinger, Jackson; and Dr. Wyeth Hamlin, Pal- 
myra. 

Each preceptor will be teacher to one of the seniors 
for 5% weeks. The student will live with the preceptor 
and serve without pay. 

Graduation of young physicians to serve rural Mis- 
souri is a big objective of the school’s expansion pro- 
gram, according to Dr. Roscoe Pullen, dean of the 
medical school. 


Medical Scholarship Fund Lures Doctors 
Into Critical Rural Kentucky Counties 


To FaciiraTE better distribution of medical care in 
rural Kentucky, Mr. John Guy Miller, field secretary 
of the Kentucky State Medical Association, has also 
been named field secretary of Kentucky Physicians 
Placement Service and Rural Kentucky Medical Schol- 
arship Fund. 

Mr. Miller’s chief task will be to keep in close con- 
tact with each beneficiary of the fund while he is in 
school and during his hospital training. He will serve 
as the link between needy communities and physicians 
seeking locations. 

There are two scholarship plans in operation in 
Kentucky. One allows a student to borrow up to $3,200 
over a four-year period if he agrees to practice in an 
area approved by the fund for as many years as he 
received assistance and make cash repayment of the 
amount borrowed, plus 2 per cent interest. 

The other plan, a more recent one, permits a stu- 
dent to borrow $3,200 if he will agree to practice in 
one of Kentucky’s critical counties for a period of four 
years. This will automatically wipe out his debt to the 
fund. 

The critical counties are Powell, Martin, Knott, 
Rockcastle, Magoffin, Elliott, Knox, Cumberland, Leslie 
and Breathitt. 

Thus far 87 students have been granted loans under 
these two plans. Eighty-two of these grantees are Ken- 
tuckians. 
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To counteract 
corticoid-induced adrenal atro- 
phy during corticoid therapy, 
routine support of the adrenals 
with ACTH is recommended. 


THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


e@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 


e@ When using Aydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. : 


e@ When using cortisone: 
for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR Gel. 
Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


(IN GELATIN) 


The Armour Laboratories brand of purified 
adrenocorticotropic hormone—corticotropin (ACTH) 


*Highly Purified 


Unsurpassed in Safety and Efficacy 


More than 42,000,000 doses of 
ACTH have been given 


| THE ARMOUR LABORATORIES 
| A DIVISION OF ARMOUR AN.D COMPANY 


 KANKAKEE, ILLINOIS 


Medical News in Small Doses: 


ACADEMY MEMBER GARLAND MURPHY, JR., El D. rado, 
Ark., has been endorsed in Arkansas as a candidate 
for national commander of the American Legion in 
1958. Dr. Murphy, who is president of the State 
Board of Medical Examiners, has served as state com- 
mander and is presently on the Legion’s National 
Executive Committee. If his present chances of win- 
ning the office continue, it will be the first time a 
physician has held that post... A 1955 Mead Johnson 
Award winner, Dr. Charles B. Farinella who finished 
his residency in general practice this summer at 
Sonoma County Hospital, Santa Rosa, Calif., received 
his certificate of training at a recent staff’ meeting 
of the hospital. Dr. Vivian Fleming of the California 
chapter made the presentation ... More and more, 
industry is turning to the AAGP headquarters office 
and state chapters for lists of members to be used for 
medical examinations and referrals. The growing 
trend is evidenced in an inquiry such as one from Dr. 
Howard K. Edwards, medical director of Eastern Air 
Lines, to the Dade County (Florida) Academy. Dr. 
Walter W. Sackett, Jr., president of the Dade County 
chapter, provided the list . . . Dr. Daniel M. Rogers, 
Wenham, Mass., a member of GP’s Publication Com- 
mittee, chairman of Wenham Board of Health and 
treasurer of the Massachusetts Academy, has been 
elected to the board of the North Shore chapter of 
Massachusetts Heart Association ... The new presi- 
dent of the Medical Society of Kings County (New 
York) is Dr. Aaron Kottler, Academy member from 
Brooklyn . .. Grinnell College recently honored one 
of its sons, Dr. James G. Simmons, Fitchburg, Mass., 
a past president of the Massachusetts chapter, for his 
distinguished service in the field of medicine ... 
Recently elected to the board of directors of the 
Virginia Tuberculosis Association are Dr. Mary 
Elizabeth Johnston, Tazewell, and Dr. James L. 
Hamner, Mannboro. ... Another Academy member, 
Dr. John W. Wilce, was one of six persons to receive 
the Distinguished Service Award from Ohio State 
University this year. Dr. Wilce, professor of clinical 
and preventive medicine and director of the Uni- 
versity Health Services, has been a faculty member for 
43 years and served as head football coach from 1913 
to 1929. . . Dr. Edward H. Leveroos, associated with 
the AMA headquarters office since 1947, has accepted 
the appointment as director of the Ochsner Foundation 
Hospital in New Orleans. At the AMA he supervised 
the planning, organization and direction of activities 
of the Graduate Education Section of the Council 01 
Medical Education and Hospitals. 
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DEDICATION 
CEREMONIES 


ACADEMY’S NEW HEADQUARTERS BUILDING DRAWS NATIONWIDE ACCLAIM 


More than 400 Medical and Civic Leaders, Physicians and Wives Attend 


For THE American Academy of General Practice, Saturday, 
September 1, 1956 will rank second in importance only 
to its founding date, June 10, 1947. 

The opening of a new door in the life of the nine-year- 
old Academy was the September 1 dedication in Kansas 
City of a handsome $650,000 headquarters building, an 
edificial tribute to America’s family doctors. 

More than 400 persons— medical and civic leaders, 
physicians, wives and guests—attended the ceremony. Be- 
ginning in the early hours on Dedication Day, every floor 
of the new building was being covered in guided tours. 

Enhancing the beauty of the building's modern, func- 
tional design were floral tributes from well wishers all 
over the nation. 

“I came expecting to see a fine building, but this sur- 
passes anything I had imagined,” one proud member 
remarked as he took a final looksee. Many made the tour, 
again and again, during the two-day festivities to see 
“their” building. 

Even the elements took a special hand in the day's 
events. A more ideal day—weatherwise—couldn’t have 
been desired. A nip of autumn air permeated the sunshine 
which made the outdoor ceremony particularly delightful 
and provided an exhilarating atmosphere for the duel of 
semantics engaged in by presiding officer, President John 
S. DeTar, Milan, Mich. and the Honorable H. Roe Bartle, 
mayor extraordinary of Kansas City. 

The entire program lasted a little less than an hour. The 
dedicatory prayer was given by a clergyman long identi- 
fied for his interest in the family doctor—the Reverend 
Farle B. Jewell, D.D,, rector of St. Andrew's Episcopal 
Church in Kansas City. In introducing the Rev. Jewell, 
Dr. DeTar recalled that one of his recent sermons was, 
"God's Gift—the Doctor.” 


This bronze plaque now 
hanging in the foyer of the 
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Dedication Day really “D-Day.” More than 400 persons came from all 
over the nation for the dedication festivities. The ceremony itself was 
held on the front steps of the new headquarters building which faces 
Volker Boulevard. Guests were seated on the front lawn for the 


hourlong progrem. 


The official welcome by Mayor Bartle could only have 
been surpassed by the fabulous mayor himself. For 27 
years Mayor Bartle was chief executive of the Kansas City 
area of the Boy Scouts of America. In 1951 he resigned 
from the boards of 17 corporations to become director of 
a regional Federal Economic Stabilization Agency; when 
he was drafted to run for mayor in 1955 he had only one 
plank in his platform—he would take nothing to City 
Hall but his honor, integrity, and ability. 

This man, also of surprising proportions (300 pounds, 
stands six feet three) with a voice audible for an eighth 
of a mile (without microphone), kept his audience on 
the edges of their chairs. He also brought President DeTar 


Strong Will for a Definite Goal Presidents Keys to the 
and 


and the chief dedicatory speaker, Dr. Dwight H. Murray, in 
president of the American Medical Association, out of their J be 
chairs to present them with keys to the city. In so doing 
they were made honorary citizens of Kansas City. to 
A third key was presented to Executive Secretary Ma & Ti 
F. Cahal to be encased in the Directors’ Room “so tha & lai 
every director from this day on will have a key to the & th 


heart of all Kansas Citians and to this fine city.” 

He warmly praised doctors as the “men willing to go 
the extra mile for persons who believe in them.” 

Further words of welcome were extended by Dr. Fount 
Richardson, chairman of the Board of Directors, who also 
had the honor of making formal presentation of the bronze 
plaque to the Building Fund Committee. The plaque was 
accepted by Dr. John R. Fowler, who has served as chait- 
man of that committee since its inception by the Board 
of Directors in 1950. The plaque which now hangs in the 
main foyer of the building embodies the following: 

“Dedicating this building to the American family, its 
health and welfare, and to the family physician who serves 
as the primary protector of the nation’s health, the Ameti- 
can Academy of General Practice has erected this tablet in 
recognition of the contributions in ideals and servic 
rendered by the Building Fund Committee.” 

The names of Dr. Fowler and the members of his com 
mittee are engraved on the plaque (see Page A). 

In accepting the plaque, Dr. Fowler said: “This home of 
the Academy represents the sacrifice of every man and 
woman who contributed to the building we are here © 
dedicate . . . As we concentrate our thoughts and wort 
on the dedication of this material structure, we rededicat 
ourselves in the presence of Almighty God, to serve thet 
ideals, to the enhancement of the professional prestige of 
the American Academy of General Practice in its, and out 
service to the medical needs of our people.” 
And thus, Dr. Fowler made his final report of the Built- 
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Ever Remembering the Great Physician—The dedicatory prayer was 
given by The Reverend Earle B. Jewell, rector of St. Andrew’s Epis- 
copal Church in Kansas City. Standing, left to right, are Dr. Murray, 
Executive Secretary Mac F. Cahal, Board Chairman Fount Richardson 
hidden by rostrum) and President DeTar. 


ing Fund Committee although the committee itself will not 
be discharged of its duties until January 1. 

In nine short years, the Academy jumped from infancy 
to adulthood with relatively few adolescent growing pains. 
Today, with a membership of 22,000, it is the second 
largest medical association in the nation, second only to 
the American Medical Association. The general physician 
—the family doctor—now takes his place among medical 
colleagues with pride and recognition. That an Academy 
member should be president of the AMA in the year of 
the completion of the AAGP headquarters home is 
significant. 

President DeTar introduced AMA President Murray as 
America’s foremost family doctor. Dr. Murray responded 
that he would be the first to classify himself as both a 
general practitioner and a family doctor. 

He noted too that at the time of the Academy's forma- 
tion in 1947, the AMA had chalked up its 100th birthday. 
He then pointed to the ever-increasing role the Academy 
has played in the story of U.S. medical progress. 

“Since 1947 you have revitalized general practice and 
teturned it to the place of stature and distinction it de- 
serves,” he said. “In the hospitals you have gained wider 
privileges and assisted in getting residency training pro- 
grams in the field of general practice. In the medical 
schools your influence has done much for the establishment 
fof more and better general practice curricula. In the 
§ Practice of medicine you have done great things in help- 


ing to restore the close personal relationship between 
doctor and patient.” 


He stressed that any general practitioner, or any other 
doctor, who attempts to be a family doctor must be a 
multiple specialist. What's more, he must be able to 
humanize and personalize the practice of modern medicine. 

"We have all learned that skills and knowledge are 
often secondary requisites to the ability to listen, to ex- 


plain, to comfort, and to support, and to diagnose and 
treat the whole person,” he said. 

The Napa physician added, “The doctor who keeps 
abreast of only the scientific developments in medicine 
without giving considerable effort and study to improving 
his art of medicine is failing himself, his patients and 
medicine.” 

“Now that general practitioners have one of the finest 
medical headquarters in the world, one of the finest 
medical periodicals in the world and one of the largest and 


Long-Time Promoters—With a vision of a headquarters building always 
guiding them, these men—members of the Building Fund Committee— 
had the arduous task of getting the money together. Dr. John R. 
Fowler served as chairman of the committee from the time the Build- 
ing Fund was established in 1950. Shown, left to right, are Dr. Cyrus 
Anderson, Denver; Dr. M. C. Wiginton, Hammond, La.; Dr. W. H. 
Walton, Belleville, Ill.; Chairman Fowler, Barre, Mass.; Dr. George H. 
Lemon, Toledo, Ohio; Dr. Charles F. Nelson, Beverly Hills, Calif. and 
Dr. W. A. Buecheler, Syracuse, N. Y. The other committee members, 
Dr. M. B. Casebolt, Kansas City, Mo. and Dr. Aaron H. Horland, New- 
ark, N. J., are not shown. 
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Signing the Guest Book—Groups such as this one gathered all day 
long in the main lobby of the building. 


Michiganites on Tour—This group symbolizes the “cook's tour” which 
hundreds of Academy visitors have taken. 


For the Record—At a press conference in Executive Secretary Mac F. 
Cahal’s office, AMA President Murray (far right) discusses medical af- 
fairs with John Bach (left to right), director of press relations for the 
AMA, Walter Kemp, who heads the Academy’s public relations pro- 
gram, and Conwell Carlson, science writer for the Kansas City Star. 


hardest-working medical organizations in the country, yoy 
have a right to be proud,” Dr. Murray concluded. “By 
even with these grand achievements, the individual general 
practitioner also must be convinced in his own mind that 
he is doing the most within his power for his patient, 
medicine and general practice. Only then can he say with 


pride in his voice that he is a true general practitioner” § 


So closed the dedicatory ceremony for the building that 
Dr. Murray says is destined to “live and breathe” for 
medicine, the general practitioners and the public. 


Officers and distinguished guests then went to Hote ] 


Muehlebach where they were entertained at cocktails and 
dinner in the Grand Ballroom by Wyeth Laboratories, 
President-elect Malcom Phelps served as master of 
ceremonies for the dinner which was served to more than 
400 guests. Academy officers, Board members and wives, 


Building Fund Committee members, AMA President § 


Murray, local civic leaders, officers of the Greater Kansas 
City chapter and officers of Jackson County Medical So- 
ciety were introduced to the audience. 

Guest speaker for the evening was Academy President 
DeTar who presented a scintillating resume of scientific 
advances in the world of medicine and answered the ques- 
tion of where does the general practitioner fit into this 
scheme of things. 

The family doctor is that one doctor who must advise, 
guide and counsel and assist the patient through the maz 
of medical specialist attention about which the patient 
understands too little to chart his own course, Dr. DeTa 
challenged. 

He quoted Plato, Voltaire and Pearl Buck—the senti- 
ment of all three was the same. A sick person, whether 
in Plato's time, or Voltaire’s time, or in our time, values 
the treatment of his soul equally with the treatment of his 
body, he said. 

In keeping with the dedicatory theme of the day, he 
borrowed a thought from “the greatest address in American 
history”: 

“, .. In a larger sense, we cannot dedicate, we cannot 
consecrate, we cannot hallow this ground. . . . It is for w 
the living rather to be dedicated here to the unfinished 
work which they who fought here have thus far so nobly 
advanced .. .” 

In this connection he paid tribute to the late Dr. Merrill 
Shaw and the late Dr. Francis Hodges who, to the veff 
end of their lives, worked for the elevation of the generil 
practitioner. 

On Friday preceding Dedication Day, the Board of Dire 
tors met for the first time in the new Directors’ Room 
The room, opening off the lobby, has African cherry wood 
paneling, contains a custom-built fruitwood conferent 
table and a seamless carpet woven to exact dimensions # 
Puerto Rico. 

Newest addition to the room, arriving on Dedicatio® 


Day, was an oil painting of Sir Alexander Fleming, ds § 


coverer of penicillin, who was an honorary member of tit 
Academy. The painting was a gift of Chas. Pfizer & @ 
Inc. (shown on opposite page). 
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The Board “At Home”—For the first time in Academy history, the 
Beard of Directors has a permanent place to meet. Dr. Fount Richard- 
son, Board chairman, is shown presiding over its initial meeting in 
the Directors’ Room. Seated counter clockwise from Dr. Richardson 
are: Drs, Charles Cooper, Carleton Smith, John Walsh, President-elect 
Malcom Phelps, Treasurer Charles Martin, Drs. Arthur Haines, D. 
Wilson McKinlay, Speaker James Murphy, Vice President William 
Sproul, Drs. Fred Simonton, Joseph Lindner, Past President John Fowler, 
President J. S. DeTar, Dr. Floyd Bratt, Miss Helen Cobb, secretary to 
Mr. Cahal and Executive Secretary Mac F. Cahal. 


A Niche for Sir Alexander—The late Sir Alexander Fleming, discoverer 
of penicillin and an honorary member of the Academy, will “live on” 
in the hearts of AAGP members through a portrait which now hangs 
in the Directors’ Room. Dr. and Mrs. U. R. Bryner, Salt Lake City, (far 
left) gaze sentimentally at the portrait of their old friend. President- 
elect and Mrs. Malcom Phelps also admire the gift from Chas. Pfizer 
& Co., Inc. Mr. Dean Fausett, Vermont artist, was commissioned to do 
the posthumous portrait. The 40 by 54 inch oil, which depicts Sir 
Alexander in his laboratory with his famed penicillin culture, is in a 
custom made, hand rubbed frame. 


Banquet speaker, President J. 
S. DeTar, pointed out that there 
were medical problems even in 
days of Plato and Voltaire. 
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Speaker's Table—Presiding during the banquet was President-elect Malcom Phelps, shown at the head table 
with a group of the honored guests. Seated, left to right, are Dr. and Mrs. William Sproul, Dr. and Mrs. John 
R. Fowler, AMA President Dwight Murray, AAGP President J. S. DeTar, Dr. Phelps (standing) and Mrs. Phelps, 
Dr. Fount Richardson, Mrs. Charles Martin, Dr. Martin, Mrs. Mac F. Cahal and Mr. Cahal. 


Hotel Muehlebach’s Grand Ballroom in Kansas City accommodated more than 400 guests at a dedicatory dinner sponsored by Wyeth Laboratories. 
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STATE OFFICERS’ 
CONFERENCE 


STATE OFFICERS ENTHUSIASTIC 
OVER FIRST CONFERENCE 
IN NEW HEADQUARTERS BUILDING 


Welcome to Headquarters—Mac F. Cahal, Academy executive secretary 
welcomed more than 100 state officers who filled the meeting room 
during the day-long conference. 


Pinch-Hitter Van Horn—Dr. Earl Advantages of group insurance 
C. Van Horn fills in for Team- were discussed by Dr. George 
Burket, a member of the Acade- 
my’s Committee on Insurance. 


JUDGING FROM DISCUSSIONS and after-meeting commeny 
the first State Officers’ Conference to be held in the ney 
headquarters building was not only a success, but really hit 
the mark in giving officers a chance to air their views, x 
well as to pick up some extremely valuable information, 

The conference was held in the meeting room of th 
new building the day following its formal dedication. Mor 
than 100 state officers, representing 46 of the 52 chapters 
attended. 

The program was spearheaded by Dr. Harry Marchmont 
Robinson, Chicago, who was scheduled to serve as cop 
ference chairman. Regrettably, Dr. Marchmont-Robinson 
was unable to get to Kansas City because of illness. How. 
ever, the other half of the committee team, Dr. Earl € 
Van Horn, Cincinnati, did a professional job of pinch. 
hitting. 

The meeting opened at 10 a.m. September 2 with Presi 
dent J. S. DeTar welcoming the state officers. Words of 
greeting were also given by Executive Secretary Mac Cahal 
and Presiding Officer Van Horn. Dr. Van Horn presided 
throughout the day and introduced each of the speakers. 

The first four speakers spoke on the duties of state 
chapter officers. Leading off the 10-minute talks was Dr. 
William E. Lotterhos, president of the Mississippi chapter 
and chairman of GP’s Publication Committee. He dis 
cussed the “backfield” of each state academy—the presi- 
dent, vice president and president-elect. He examined the 
various duties of each of these officers as team membes 
because “the day of the one-man show has long since 
passed.” He pointed out that each has prescribed duties 
which are clearly spelled out in each state’s constitution 
and by-laws. There are other duties which must be «- 
quired or cheerfully assumed by conscientious leaders. 

Dr. Lotterhos particularly stressed that it is the president 
elect’s duty to prepare to assume the presidency—familiar 
izing himself with all programs, plans and problems o 
his organization. The trio of president, president-elect and 
vice president carries much of the responsibility for good 


Commission chairmen, who gave key talks at the afternoon session 
the conference were Drs. Floyd C. Bratt, Commission on Legislation 
and Public Policy; D. W. McKinlay, Commission on Education; Charles 
C. Cooper, Commission on Hospitals; and William M. Sproul, Com 
mission on Membership and Credentials. Their respective discussios 
centered on grass roots public relations’ programs, further explanatiot 
of Category | postgraduate study credit, hospital relationships a 
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TimeOut to Eat—Doctors recess during the State Officers’ Conference 
for a buffet luncheon served in the new building’s dining room. 


public relations and for useful and uplifting relationships 


kets. [i with other medical organizations, he added. 

f state Dr. Donald-Kast, as secretary-treasurer of the Iowa chap- 
‘as Dt. ter, spoke concerning the duties, powers and responsi- 
chapter MH bilities of a secretary-treasurer. Although many of the 
Te dis duties of this joint role are specified in the chapter con- 
- presi: I stitutions, Dr. Kast pointed out that the extent of the role 
ied the IB of secretary: depends greatly upon whether or not a chap- 
embers J ter has an executive secretary. 

g sint ™ Dr. Kast was followed by his state’s executive secretary, 
- duties HB Mrs. Isabelle Wandling, who related her specific duties and 
titution I responsibilities. She particularly pointed out the relation- 
be a: ship of her work with that of the chapter's secretary- 
ers. treasurer. She also reported on mailing lists and general 
esident- I§ office procedure. Of the states represented, 13 reported that 
amilia they have an executive secretary. 

lems of California's Dr. Joseph W. Telford set forth the duties 
lect ant and powers of a state chapter's chairman of the board and 
or g00l of the board of directors itself. He stressed that at all times 


Guest from Afar—Dr. H. Q. 


among Dr. K. M. McPherson, Pang, president of the Hawaii 
New Brighton, Pa. (left chapter, traveled the farthest 
right), Dr. F. P. Rhoades, De- distance to attend dedication 
hroit, Mich., and Dr. Carroll L. ceremonies. Here he is greeted 
louisville, Ky., quite by Dr. Earl C. Van Horn, pre- 
centered on their re- siding officer of the State 
speeches. Officers’ Conference. 


A Dining Room Initiation—Members and guests initiate the new dining 
room facilities at a luncheon during the two-day ceremonies. 


the decisions of the board of directors must comply with 
those of the national organization. In those states that have 
a congress of delegates, the action of the board is subject 
to the decision of the congress. 

The remaining three speeches of the morning program 
covered chapter publications, annual state meetings and 
the duties of state commissions and committees. _ 

Dr. Carroll L. Witten, editor of the KAGP News of the 
Kentucky chapter, stressed that a chapter publication's 
main duty is to further Academy policies and programs. 
He expressed the hope that some day all chapter publica- 
tions will be of uniform size, probably 6x9, and that 
the exchange of news can be handled with less effort. 

The subject of annual meetings was adroitly covered 
by Dr. F. P. Rhoades, chairman of the Michigan academy's 
Educational-Program Committee. He covered not only the 
purpose and importance of annual meetings but gave a de- 
tailed breakdown of the mechanics of such a program. 
Some of the chief subheads were the selection of city, 


It’s a Good Meeting—The first four speakers on the conference pro- 
gram exchanged views at lunch time, Shown left to right are Dr. 
Donald Kast, Des Moines, la., Dr. Joseph Telford, San Diego, Calif., 
Mrs. Isabelle Wandling, executive secretary of the lowa chapter, and 
Dr. William Lotterhos, Jackson, Miss. The duties of the chepter sec- 
retary-treasurer, board chairman, executive secretary, and the “back- 
field”—president, president-elect and vice president—were their re- 
spective topics. 
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Lei Ceremony—tleis, flown from Hawaii by the Hawaii chapter, added 
a special touch to the ladies’ luncheon on Sunday given by the wives 
of Greater Kansas City chapter members. Mrs. Malcom Phelps and 
Mrs. John Fowler (left foreground) look on as Miss Frances Buecheler 
receives her lei from the luncheon chairman, Mrs. E. C. Carrier. Mrs. 
Mac F. Cahal and daughter, Carolyn, (far right) who assisted the 
hostesses, smile approvingly. 


Casbah Ballroom in Hotel Bellerive was the setting for the luncheon 
given for dedicatory visitors’ wives. 


time, advance publicity, arrangement committee, aspects 
of the meeting itself (registration, press room, hospitality ) , 
physical set-up, guest speakers and scientific and technical 
exhibits. Dr. Rhoades had 50 copies of his speech with 
him which were quickly snapped up by officers as a guide 
in planning their own meetings. 

The final morning talk was given by Dr. K. M. Mc- 
Pherson, New Brighton, Pa., which included the cumulous 
job of covering the duties of state commissions and com- 
mittees. He outlined the various state committees, using 
his home state as an example of how they work. In all cases 
he stressed that such commissions and committees must 
conform to the rules that are set forth for the national 
commissions and committees. 

Following a buffet luncheon the conference reconvened 
to hear a discussion of the AAGP Group Insurance Plans 
by Dr. George E. Burket, Kingman, Kas., a member of the 


Academy's Committee on Insurance. Mr. A. W. Breckeo. 
kamp of St. Louis, who is administrator of all three of th 
Academy's group insurance plans, spoke briefly and 4p. 
swered questions, particularly concerning the most recen 
of the plans—the Practice Overhead Insurance Plan. 

The. various commission chairmen on education, hos. 
pitals, legislation and public policy, and membership and 
credentials, in turn discussed the chief aspects of their work 

Dr. D. W. McKinlay, chairman of the Commission op 
Education, dwelt on the commission's decision to stick 
with Category I and II credits. He also explained why 
some courses received Category I credit while others 
did not. 

Preceding Dr. Cooper's talk, Board Member Joseph 
Lindner brought a copy of the 1956 Abstracts to th 
rostrum, and stressed that each person present should look 
over the 472-page coverage of the Assembly in Wash. 
ington. He urged each officer to promote this fine project 
within his own state. 

Dr. William Shaw, a former member of the Commis. 
sion on Education, was also asked to say a few words on 
residencies in general practice which has been one of his 
chief interests. 

Hospital privileges were stressed by Dr. Charles C 
Cooper, chairman of the Commission on Hospitals. He 
pointed out that many hospital privilege problems arise 
by defaultr—default, because generalists fail to organiz 
and participate in hospital committees and fail to study 
and educate themselves concerning their problems. 

Dr. Floyd C. Bratt, chairman of the Commission on 
Legislation and Public Policy, discussed both legislative 
and public relations or public policy aspects as they affect 
each state chapter. He suggested that each officer read the 
two-page outline on public relations programs contained 
in the new State Chapter Operations Manual. He stressed 
that each chapter must plan its own campaign as neither 
the commission nor members of the headquarters staff 
can cope with each local situation. 

The closing speech by Dr. William M. Sproul, chairman 
of the Commission on Membership and Credentials, dwel 
mainly on the Academy's membership recruiting program. 
A commission-sponsored exhibit will be used at large post: 
graduate meetings throughout the country this year, reach- 
ing audiences consisting of nonmember general physiciass. 
The exhibit points out the advantages of Academy mem- 
bership: postgraduate education, relations with hospital, 
increased prestige, GP, insurance program, material gaits 
and intra-professional relations. 

The conference was then open for from-the-floor que 
tions. A similar session closed the morning session. 

While physicians were enjoying a ‘buffet luncheon # 
headquarters, their wives were being entertained at 
luncheon at Hotel Bellerive by the Greater Kansas Ci 
chapter. Wives of local chapter members, lead by Ms 
E. C. Carrier, were hostesses. Dr. H. Q. Pang of Honoluls 
who had the distinction of coming the farthest for the com 
ference added much to the ladies’ luncheon decor by bring 
ing leis from Hawaii for each of the guests. 
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News from the State Chapters 


AT AREORGANIZATION meet- 
ing of the North Dakota 
chapter in June, Dr. James 
H. Mahoney of Devils Lake 
was installed as president 
(see cut). He and other offi- 
cers were elected at a lunch- 
eon meeting with the South 
Dakota chapter held during 
the combined meeting of 
the North Dakota and South 
Dakota Medical Associa- 
tions in Aberdeen, S. D. 
Academy Vice President 
William Sproul of Des 
Moines was a guest speaker. 

Others who are in office this year are Dr. Alan K. 
Johnson of Williston, vice president and Dr. Rich- 
ard D. Nierling of Jamestown, secretary-treasurer. 
Dr. Mahoney and Dr. R. W. Henderson of Bismarck 
are delegates to the Assembly. 

The chapter, originally chartered in December, 
1950, plans to be rechartered at a scientific meeting 
scheduled for December 7-8 at the Gardner Hotel in 
Fargo. An Academy officer will be on hand to help re- 
activate the chapter. 
> The combined fall clinical session and annual meet- 
ing of the Massachusetts chapter provided a day-long 
scientific program September 26 in Boston. Dr. R. 
Adelaide Draper was program chairman. 

Following the welcoming address by Dr. William 
H. Chasen, Massachusetts chapter president, three 
films on congenital malformation of the heart were 
shown. A talk on hypertension drugs was given by Dr. 
Dale Gilbert Friend. Other morning speakers were 
Drs. Joseph M. Hayman, Jr. and Benjamin Spector. 

Drs. Christopher James Duncan and Louis Wein- 
stein preceded a panel on unusual rheumatic diseases 
during the afternoon program. On the panel were Drs. 
Theodore B. Bayles, Theodore Potter, Charles L. Short, 
James S. Stillman and John Grove Kuhns. 

The day’s activities closed with a cocktail recep- 
tion and dinner. Major General William E. Shambora, 
Commanding General of Brooke Army Medical Center 
at Fort Sam Houston, Texas, gave the dinner address. 
His subject was an interesting and informative dis- 
cussion of the medical services rendered by the 
United Nations during the Korean conflict. 

Priscilia Fortescue, popular Boston radio commen- 


lator, hizhlighted the ladies’ program with an after- 
hoon tali.. 


President of Sioux State 
chapter 


GP Octo: 1956 


At its June meeting the Springfield (Massachusetts) 
chapter decided to wage a campaign to give all Spring- 
field welfare recipients the right to choose their own 
doctor. Retiring president, Dr. John E. Leary, was 
named chairman of the committee to work with other 
agencies for free choice of doctors by all welfare re- 
cipients. At present only welfare cases on old age 
assistance or total disability may choose their own 
doctors. 

New officers of the Springfield chapter are Dr. John 
J. David, Springfield, president; Dr. Ralph Miller, 
Ware, vice president and Dr. John J. Quinn, East 
Longmeadow, secretary-treasurer. 
> Dr. Paul Dudley White will be among six partici- 
pating doctors in Connecticut chapter’s sixth annual 
scientific meeting October 25 in Hartford. Dr. Jacques 
Voris, chapter president, will give the welcoming ad- 
dress. 

Moderating the morning session will be Dr. Michael 
W. Palmieri, New Haven. Opening-session speakers 
are: Dr. Garfield G. Duncan, Jefferson Medical Col- 
lege, Philadelphia ; Dr. White of Massachusetts General 
Hospital, Boston and Dr. Harry W. Southwick, Uni- 
versity of Illinois School of Medicine, Chicago. 

Chapter Secretary Peter J. Scafarello will be chair- 
man of the luncheon for doctors and their wives. 
The luncheon talk on “Law and Medicine” will be 
given by Dr. George A. Friedman, New York City. 

President Voris will moderate the afternoon ses- 
sions for which Drs. James Barrett Brown, Washington 
University School of Medicine, St. Louis; Sheidon C. 
Siegel, Children’s Medical Group, Los Angeles and 
Edward L. Bortz of the Lankenau Hospital, Philadel- 
phia will present scientific papers. 

Each session will be followed by a question and panel 
discussion period. A cocktail reception will close the 
meeting. 
> A symposium on abdominal conditions will be spon- 
sored November 8 by the Mecklenburg County (North 
Carolina) chapter. It will be held at Hotel Charlotte 
in Charlotte. Moderators are Drs. C. C. Carpenter, 
dean of Bowman Gray Medical School, Winston- 
Salem and W. R. Berryhill, dean of University of North 
Carolina Medical School, Chapel Hill. 

The six nationally prominent speakers selected to 
participate are: Drs. J. P. Nesselrod and Paul S. 
Rhoads, both of Northwestern Medical School, Chi- 
cago; Lewis I. Post, Tulane Medical School, New 
Orleans; Orvar Swenson, Tufts School of Medicine, 
Boston and Frederick D. Zeman, chairman of the sub- 
committee on geriatrics for the state of New York, 
New York City. 

Physicians from five states participated in the third 
annual Mountaintop Medical meeting sponsored by 
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agent known. 


; plus | antibiotic action against 


Squibb Fludrocortisone Acetate with Spectrocin (Squibb Neomycin-Gramicidin) 


Florinef-S Lotion (liquid vanishing cream base), 
0.05% and 0.1%, 15 ml. plastic squeeze bottles. 
Florinef-S Ointment, 0.1%, 5 Gm. and 20 Gm. tubes. 


Loriner’® ano ‘spectrocin’® are squi' 
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the Haywood County (North Carolina) chapter which 
convened at the Waynesville, N. Car. Country Club on 
June 21-23. Dr. R. Stuart Roberson of Hazelwood 
was general chairman. 

Six leading doctors addressed the sessions, with 
Dr. Park Niceley of Knoxville, Tenn. presenting the 
first paper (see cut). Other speakers the first day were 
Drs. Julian Price, Florence, S. C.; Phillip H. Jones, 
New Orleans; William G. Hamm, Atlanta and Kinlock 
Nelson, Richmond. Techniques and procedures of 
oxygen therapy were presented in a film version during 
the evening session. 

Second day speakers were Drs. Price, Jones and 
Dr. Robert Greenblatt of Augusta, Ga. 

A tour through the Champion Paper and Fibre Co. 
plant at Canton was a feature of the afternoon sched- 
ule. An informal banquet was held that evening. 

Speakers Greenblatt, Hamm and Nelson presented 
the morning scientific session on the final day. 

Varied entertainment for the ladies included a 
Country Club luncheon with fashion show, an evening 
of square dancing, a tour of Heintooga area and Chero- 
kee and a golf tournament (see cut). 
> St. Louis (Missouri) chapter members have been 
actively participating in a series of local 15-minute 
Friday evening TV telecasts which have covered com- 
mon medical problems of interest to the general pub- 
lic. Each of the programs has consisted of two chapter 
members and a moderator. 

“The Family Doctor” was the initial show, which 
appeared May 25. Succeeding shows have dealt with 
common household poisons and their danger to small 
children, headache, abdominal pain, burns, the com- 
mon cold, communicable disease and TB patch testing. 

The series is developed and produced by a subcom- 
mittee of the chapter’s public relations committee of 
which Dr. Moe Diehr is chairman. 

Participants have included Drs. Preston Hall, 
George Zillgitt, Vernon Michael, Reynolds Emerson 
and Chapter President Charles Metz (see page 201). 

The St. Louis chapter also is sponsor of a refresher 
course at the St. Louis University Medical School be- 
ginning October 2. It is being conducted Tuesday and 
Thursday mornings for six weeks. 
> Careful selection of the 21 speakers for California 
chapter’s eighth annual scientific meeting this month 
in Los Angeles should prove rewarding for those 
planning to attend. Among the speakers for the 
October 14-17 meeting will be Drs. Sidney Farber and 
Christopher Duncan of Boston, Curtis P. Artz of 
Texas, Manuel Lichtenstein, Chicago; Edward Stieglitz, 
Washington, D. C. and Richard W. TeLinde, Balti- 
more. As related to general practice, subjects to be dis- 
cussed are surgery, obstetrics and gynecology, geri- 
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Southern Members and Guests—Guest speakers, Drs. Park Nicely, 
Knoxville, Tenn. (left to right) and Walter Hart, Florence, S. C. 
discuss with North Carolina Chapter Members Don Daniel, Sylva 
and Wm. Selby, Charlotte, slides which were shown during the 
third annual Mountaintop Medical Assembly, sponsored in June 
by the Haywood County (North Carolina) chapter. 


A Fashion Preview—Southern wives preview coming styles at a 
fashion show, included in ladies’ entertainment, while their doctor- 
husbands attended the June Mountaintop Medical Assembly in 
Waynesville, sponsored by the Haywood County (North Carolina) 
chapter. 
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three-fold action against anxiety, 
stress and tension states with 


NEURO-CENTRINE 


= 


sete 


adds emotional 
to visceral tranquility 


More than an antispasmodic is needed for re- 
lief of spastic conditions of the gastrointestinal 
tract, associated with underlying anxiety, stress 
and tension. 
NEURO-CENTRINE has a three-fold action 
against anxiety, stress and tension states. It 
combines: 
1. Phenobarbital (15.0 mg.)—a tested sedative. 
2. CENTRINE (0.25 mg.)—an antispasmodic and 
anticholinergic with central action; atropine- 
like in action with minimal side effects. 
3. Reserpine (0.05 mg.)—a well-known tran- 
quilizer. 


NEURO-CENTRINE is also recommended for the 
relief of symptoms associated with functional 
disorders of the gastrointestinal and cardio- 
vascular system. 


Descriptive literature on request. 


LABORATORIES INC. 
SYRACUSE, NEW YoRK 
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atrics, pediatrics, orthopedics and internal medicine. 

Wives will be entertained during the meeting with 
teas, luncheons and a special mystery trip. A special 
note to the ladies is that more seats will be available 
for wives at the meeting than in previous years, so 
that they will be invited to attend any of the sessions 
that they may care to visit. 
> Detroit’s Sheraton-Cadillac Hotel will be head- 
quarters for the tenth annual fall postgraduate clinic 
of the Michigan chapter on November 6-8. Twenty 
nationally known clinical teachers are slated for parti- 
cipation in six symposia. The congress of delegates 
will convene the afternoon of the opening day. 

*A Night in Hawaii,” a pre-dinner floor show, will 
be the feature of the annual banquet which will be held 
the second night. 

A program has also been planned for the ladies. 
> Leading off the list of 20 guest speakers for Minois 
chapter’s ninth annual scientific meeting November 
13-15 in Chicago will be Dr. Henry H. Dixon of 
Portland, Ore., clinical professor and head of the de- 
partment of psychiatry at the University of Oregon 
Medical School. Dr. Robert M. Fonner of Chicago, 
program chairman, promises an outstanding annual 
chapter meeting, with each lecture geared to practi- 
cality. Serving on his committee are Drs. Everett 
Joslyn, John C. Schmidtke and Carleton R. Smith. 

The nonscientific agenda will include sessions of 
the congress of delegates and other business meetings 
the first day, concluding with a dinner for delegates 
and wives. Giving invocations on both scientific days 
will be Rabbi S. Z. Fineberg of the Congregation B’Nai 
Israel of Austin and the Rev. George Conner of the 
Irving Park Presbyterian church, Chicago. Chapter 
President George S. Schwerin of Chicago will give the 
welcoming address. 

Mr. Leo E. Brown will talk on Public Relations in 
Medical Practice during the final afternoon. 

The scientific sessions will close the second day with 
a discussion period and hospitality hour followed by 
the annual banquet. 

A new activity will be held this year. Post meeting 
clinics will be sponsored by the Illinois Academy in 
cooperation with the University of Illinois College of 
Medicine. The clinics will be held November 16 at the 
college. The program opens with two panel discussions 
and a clinical pathologic conference preceding lunch- 
ton. A group of nine clinics will then open so that 
each Academy member may select at least two clinics 
which he wishes to attend. 
> The date and headquarters of the annual Spokane 
(Washington) chapter meeting have been changed to 
Friday, November 23 at the Davenport Hotel. This is 
the day after Thanksgiving and precedes the WSC- 


GP 1956 


St. Louis Leaders—At the helm of the St. Louis (Missouri) chapter 
this year is Dr. Charles O. Metz, its president (sitting, far right). 
Other 1956 officers are: (left to right) Dr. Herbert J. Rudi, standing, 
treasurer; Dr. Eugene W. Hall, secretary; Dr. Walter T. Gunn, presi- 
dent-elect; Dr. Metz and Dr. Walter C. Gray, vice president (stand- 
ing). 


Washington football game at Spokane. The previous 
date was December | at the Spokane Hotel. 

> The Pennsylvania chapter will conduct an after- 
noon scientific session October 25 during the 106th 
annual meeting of the state medical society, being held 
October 21-26 in Atlantic City, N. J. The chapter will 
also hold a panel discussion on auto injuries the final 
morning. 

Dr. Edward J. Kowalewski of Akron was named 
president of the newly organized Lancaster (Pennsyl- 
vania) chapter at an early June meeting. Dr. Kowa- 
lewski received the chapter’s charter from State Chap- 
ter President Arthur Clateman of Pittsburgh at the 
annual state scientific meeting in Bedford Springs. 

Other new officers are Drs. Charles W. Bair of Quar- 
ryville, vice president and Hiram L. Wiest of East 
Petersburg, secretary-treasurer. 
> The Virginia Hospital Service Association reports 
that more than 90 per cent of the members of the Vir- 
ginia chapter practicing in the area served by the 
association are participating physicians in the Blue 
Shield plan. Of the total of all physicians in the area, 
75 per cent are participants. 
> The New Hampshire chapter had its family outing 
in the form of a cruise on Lake Winnepesaukee July 
25. During the five-hour cruise, the chapter’s board of 
directors held a meeting. 
> The Texas chapter’s board of directors met Septem- 
ber 15 in Houston preceding the opening of the chap- 
ter’s scientific meeting there. 
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That same day the University of Texas Postgraduate 
School of Medicine sponsored a one-day course on 
“The Treatment of Common Emergencies” at the 
Doctor’s Club at the request of the Texas chapter. 

At the June 20 meeting of the Central Texas chapter 
in Waco, Dr. W. L. Crosthwaite, a physician for nearly 
50 years in Waco was made an honorary member of 
the chapter. 

The Dallas (Texas) chapter had its summer get to- 
gether also on June 20, at the Casa Linda Lodge in the 
form of a smorgasbord. 

The June meeting of the Harris County (Texas) 
chapter included a steak dinner at the Doctors Club 
for 54 members, 31 wives and four other guests. The 
scientific program was presented by Dr. Everett Seale, 
chairman of the department of dermatology at Baylor 
University. 
> Oregon chapter board of directors, committee chair- 
men and wives met at Chapter President Raymond M. 
Reichle’s home in Portland on June 30. Proposed 
changes in the constitution to be submitted to mem- 
bers for approval were discussed. 

Other business items included a resume of the Acad- 
emy’s Annual Assembly in Washington, D. C. by Ore- 
gon delegate, Dr. Paul W. Sharp of Klamath Falls; a 
discussion on Category I credit for district medical 
society meetings by Dr. Robert Tinker, education com- 
mittee chairman and a report on the state’s preceptor 
program by Dr. Reichle. 

Upon adjournment of the business meeting, doctors 
and their wives had a social hour and buffet dinner. 


“A much smaller specimen would have been sufficient, 
madam!" 
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and indirect (neurotropic) spasmo- 
lytic action. Bentyl provides complete 
and comfortable relief in smooth 
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Bentyl Capsules and Syrup — each 
capsule or teaspoonful (5 cc.) con- 
tains 10 mg. Bentyl (dicyclomine) 
Hydrochloride. Bentyl with Pheno- 
barbital adds 15 mg. phenobarbital 
to the preceding formula. 


Adults — 2 capsules or 2 teaspoon- 
fuls of syrup, t.id. before or after 
meals. If necessary, repeat at bed- 
time. For Infant Colic—% to 1 tea- 
spoonful of syrup, ten to fifteen 
minutes before feeding, not to ex- 
ceed four (4) doses in any 24 hour 
period. Infants under 2 weeks of 
age, dilute the syrup with an equal 
quantity of water. 


Bentyl Repeat Action with Pheno- 
barbital Tablets contain 10 mg. 
Bentyl and 15 mg. phenobarbital in 
the outer coating; the enteric-coated 
core contains 10 mg. Bentyl. 


1 or 2 tablets at bedtime, or every 
eight hours as needed. 


Bentyl 20 mg. Tablets with Pheno- 
barbital contain 20 mg. Bentyl and 
15 mg. phenobarbital. 


1 tablet t.i.d. and at bedtime if 
needed. 


Bentyl Injection — each 1 cc. con- 
tains 10 mg. Bentyl. 


2 cc. (20 mg.) every four to six hours 
as indicated, given intramuscularly 
for maximum patient comfort. 


Supplied: 
Capsules — bottles of 100 and 500. 
Syrup — bottles of 16 oz. and 1 gal- 
lon. Repeat Action Tablets—bottles 
of 100 and 500. 20 mg. Tablets—bot- 
tles of 100 and 500. Injection—2 cc. 
ampuls, boxes of 4 ampuls, and 10 cc. 
multiple dose vials. 
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